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ABSTRACT 

Cancer patients have many sources of stress compared to healthy people and 

people with other illnesses (Lin & Bauer-Wu, 2003). Effectively coping with the 

psychological distress associated with cancer diagnosis and treatment is important in 

maintaining mental health. Recent reviews (for examples, see Lin & Bauer-WU, 2003; 

Thuné-Boyle, Stygall, Keshtgar, & Newman, 2005) provide evidence for positive 

associations between aspects of religious coping and quality of life, adjustment, and well-

being among cancer patients. However, null and negative associations among these 

variables have been reported as well. Therefore, the effectiveness of using religious 

coping with cancer was unclear and needed future research (Kendrick & Koenig, 2000).  

The current study examined how one’s religiousness may be used during a cancer 

patient’s coping experience. More specifically, the current study researched the 

relationships among religiousness, religious coping, health locus of control, and 

psychological functioning among cancer patients. Results indicated associations among 

religiousness, religious coping, and health locus of control beliefs, as expected. Results 

also indicated that religiousness and God health locus of control were associated with 

increased satisfaction with life and greater positive affect. Collaborative religious coping 

was also found to be associated with increased satisfaction with life. Several 

hypothesized relationships were not supported. For example, there was no evidence that 

religiousness was negatively associated with negative affect. Active surrender religious 

coping, internal health locus of control, and God health locus of control were not found to 

be associated with enhanced psychological functioning. Pleading religious coping and 
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chance health locus of control were not found to be associated with diminished 

psychological functioning. Finally, none of the mediating and moderating relationships 

hypothesized in this study were supported.  
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CHAPTER 1 

INTRODUCTION 

Cancer 

According to the American Cancer Society (2009a), cancer is a leading cause of 

American deaths, second only to heart disease. Approximately one in two men and one in 

three women will develop cancer in their lifetime. In 2004, it was believed that 10.8 

million Americans had a history of, or were currently being treated for, cancer. These 

large numbers, in addition to the estimated 1.4 million new cancer diagnoses in 2008, 

make cancer an issue that affects a large portion of the American population. Cancer is 

also a disease affecting people across the globe. In 2004 alone, the disease claimed 7.4 

million lives worldwide (World Health Organization, 2012). As cancer rates continue to 

rise, it is estimated that in the year 2030 cancer will kill an estimated 13.1 million people 

(World Health Organization, 2012). 

Though research on the causes of cancer is ongoing, there are several suggested 

origins. Lifestyle choices (i.e., obesity, smoking, substance abuse, sun exposure), 

personal risk from heredity, and psychosocial factors (i.e., stress, personality style) have 

all been found to be risk factors for cancer formation (Kilbourn & Durning, 2006). 

Scientifically, cancer is defined as a genetic mutation that affects the growth and 

differentiation of cells (Andrykowski, Carpenter, & Munn, 2003). The mutated cells 

multiply uncontrollably and can form tissue masses called tumors (Pierce, 1998). Some 

tumors are considered to be benign, meaning that the tumor is rarely a serious health 

threat (Pierce, 1998). Other tumors are identified as malignant. Malignant tumors have 
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the ability to pose serious health threats and death upon the host unless removed or killed 

(Pierce, 1998). Cancer cells and tumors steal nutrients from the body, which can affect 

normal bodily function. Eventually, cancer can kill its host by causing organ failure, 

gastrointestinal obstruction, infection, or cachexia (“wasting away” of the body; Pierce, 

1998). It is fortunate that researchers have developed several medical treatments that can 

be used to slow or stop the progression of cancer. However, most treatments are taxing 

on the body and are often accompanied by undesirable side effects.   

Surgery is often the first treatment modality utilized. Surgical procedures may be 

used as diagnostic (i.e., biopsy) or therapeutic (i.e., removing the tumor(s) and 

surrounding infected tissue from the body; Andrykowski et al., 2003). Patients are 

exposed to several risks including anesthesia complications, infection, pain, loss of 

hemostasis (i.e., the ability to stop bleeding), and in extreme cases, death (Andrykowski 

et al., 2003; Parchment, 1998). Surgery and anesthesia are sources of intense anxiety for 

some patients. Moreover, if an infected body part is removed, surgery may leave a patient 

disfigured. Disfigurement may be a constant reminder of being sick and may cause a 

patient to be self-conscious, particularly if the body part is associated with one’s 

sexuality, such as the breast or testicle. Additional surgeries may be required to 

reconstruct body parts.  

A second treatment modality is radiation therapy. Radiation therapy involves 

using radioactive particles to terminate remaining cancer cells post surgery or to shrink 

tumors in the pre-surgical patient (Parchment, 1998). It is a regional treatment as the 

radiation is focused solely on the cancer site. However, the radioactive waves kill all 
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rapidly dividing cells (i.e., cells that grow quickly); therefore, both cancer cells and 

normal cells are affected (Parchment, 1998). Although side effects will vary depending 

upon site, radiation therapy may cause skin redness and irritation, soreness, changes in 

appetite, weight loss, anorexia, trouble swallowing, nausea, vomiting, shortness of breath, 

diarrhea, hair loss at treatment site, or premature menopause (Andrykowski et al., 2003; 

Parchment, 1998).  

A third treatment modality is chemotherapy. Chemotherapy is a harsh treatment 

involving the introduction of toxins into the bloodstream in order to terminate remaining 

cancer cells post surgery or to shrink tumors (Parchment, 1998). Similar to radiation, 

chemotherapy affects all rapidly dividing cells; therefore, both cancer cells and normal 

cells are affected (Parchment, 1998). Unlike radiation, chemotherapy is not a regional 

treatment as the medicine is distributed throughout the body (Parchment, 1998). As a 

systemic treatment, side effects are more extensive (Parchment, 1998). Chemotherapy 

has many temporary side effects such as nausea, vomiting, hair loss, loss of appetite, 

weight changes, fatigue, problems with concentration and short-term memory, and 

susceptibility to illness due to a suppressed immune system (Andrykowski et al., 2003; 

Kreitler, 2003). Long term side effects may include neuropathy, renal dysfunction, and 

infertility (Andrykowski et al., 2003). Additionally, “chemobrain” is a newly recognized 

term that describes a patient’s experience of cognitive fog and confusion after undergoing 

chemotherapy, and less frequently, other treatments (i.e., surgery, hormonal therapies); 

although more research is needed, chemobrain is believed to be a long-term side effect 

for some patients (American Cancer Society, 2009b; Reid-Arndt, 2009). 
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If cancer is located in the bone marrow or if cancer is affecting hematological cell 

lines (i.e., problems in the process of cell development from stem cell to the end product), 

a bone marrow transplant may be conducted. Due to medication that stimulates stem cell 

growth, this procedure now involves the collection of stem cells from blood rather than 

from actual bone marrow, taken from the patient or a donor. Typically, the patient will 

have had high dose chemotherapy in order to destroy any remaining malignant cells and 

to inhibit the immune system. This reduces the likelihood of rejection due to the body’s 

natural tendency to protect itself by attacking foreign cells. The patient is typically 

isolated in the hospital for an extended period of time to decrease exposure to illnesses 

and for observation. This isolation can lead to boredom and depression symptoms.  

Finally, hormonal therapies are sometimes used for hormone receptor positive 

cancers (i.e., tumors that grow in response to hormones such as estrogen, testosterone, or 

progesterone) of the breast and prostate. Side effects of such hormonal therapies may 

include the feminization of men (i.e., decreased muscle mass, breast development), 

weight gain, hot flashes, decreased libido, and premature menopause in women 

(Andrykowski et al., 2003). 

Psychological Distress Related to Cancer and Medical Treatment 

Obviously, cancer patients have many stressful issues which play a role in patient 

morale and may affect outcomes (Lin & Bauer-Wu, 2003). Physically, cancer patients 

often experience pain and fatigue, in addition to the many side effects from treatments 

previously mentioned. This can interfere with medical adherence (e.g., missing 

appointments) and quality of life (e.g., limit social activities, restrict work performance, 
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alter family role functioning, concentration difficulties; Andrykowski et al., 2003; 

Kilbourn & Durning, 2006). Psychologically, emotional disturbances have been found to 

predict a patient’s perception of pain and may negatively affect pain tolerance 

(Andrykowski et al., 2003). Patients may be discouraged that the very treatments used to 

heal them make them sick. In fact, 25% to 50% of patients develop an anticipatory 

nausea simply from hospital environment and stimuli (e.g., sights, smells, sounds, etc.; 

Redd and Andrykowski, 1982). Additionally, for some people the very diagnosis of 

cancer means that death is quickly approaching (Kreitler, 2003). This may awaken 

concerns regarding vulnerability and mortality (Andrykowski et al., 2003). Waiting for an 

official estimation of cancer severity and/or life expectancy is extremely distressing. 

Patients may feel as if their life is “on hold” while awaiting results of the numerous 

medical tests necessary to diagnose their condition (Kreitler, 2003). Overall, cancer is an 

anxiety-provoking illness (Kreitler, 2003), and a cancer diagnosis often leads to a 

significant crisis (Andrykowski et al., 2003; Kendrick & Koenig, 2000).    

Cancer patients are typically encouraged to take an active role in treatment 

decision making. Kreitler (2003) noted that this proactive behavior serves to increase 

feelings of control by empowering the patient. Yet, initially, patients are rarely in a 

position to make such important decisions due to a lack of expertise. Patients may feel 

overwhelmed trying to learn about their illness due to vast amount of information 

available. Medical jargon may be cumbersome to the untrained individual. All of this, in 

addition to time pressure and an awareness of decision consequences, makes treatment 

decisions a very stressful and emotional time (Kreiter, 2003). The medical treatment team 



Texas Tech University, Lindsey R. Moore, August 2012 

6 
 

must be aware of and sensitive to the above psychological issues and how it may affect 

treatment (Andrykowski et al., 2003). 

 Andrykowski and colleagues (2003) reviewed research focusing on the extent of 

psychological distress of diagnosis and treatment on cancer patients. Approximately 50% 

of cancer patients will experience a “normal” amount of psychological distress (i.e., 

typical for individuals coping with cancer) including denial, depression, anxiety, or 

confusion. For these individuals, psychological symptoms abate in time. However, 

approximately 30% of patients will continue to experience depression and anxiety 

symptoms due to difficulty in adjusting to their cancer diagnosis and will likely meet the 

criteria for an adjustment disorder with depressed or anxious mood. Although other 

psychological illnesses, such as major depressive disorder, are less common among 

cancer patients, the suicide rate for cancer patients is approximately two times greater 

than the general population. Cancer patients cope with illness-related distress in a variety 

of ways ranging from adaptive to maladaptive; however, Kilbourn and Durning (2006) 

suggested that patients who search for benefits from dealing with cancer are more likely 

to experience personal growth. This may be achieved by re-evaluating priorities and life 

goals, increasing appreciation for life, or strengthening one’s level of spirituality.  

Effectively coping with the psychological distress related to cancer diagnosis and 

treatment seems to be important to maintaining mental health. Coping has been defined 

as “a search for significance in times of stress” (Pargament, 1997, p. 90). Within this 

search, one uses their orienting system to develop coping strategies applicable to a given 

situation (Pargament, 1997). An orienting system may include worldviews, evaluating 
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criteria, and typical frame of reference. For the religious individual, religion is often 

included in the orienting system and therefore used to create coping methodologies. 

Religiousness, Religious Coping, Locus of Control, and Psychological Functioning  

For many people, religion is an influential aspect of their identity and behavior 

(Pargament, Ano, & Wachholtz, 2005). Pargament (1997) defined religion as “a search 

for significance in ways related to the sacred” (p. 32). This active search implies that 

religion is a dynamic, multidimensional construct that may be personalized by an 

individual and evolve over time (Pargament, 2002). This individualization of religion 

allows for variations of the integration and function of religiousness into one’s life 

circumstances. 

The possible effects of religiousness on psychological functioning are complex 

(Idler, 2004). Mental health cannot be described simply as the absence of mental illness, 

as one’s ability to “flourish” in life must also be considered (Keyes, 2007). Research 

studies have demonstrated positive relationships between religiousness and quality of life 

variables such as self-esteem, mastery, life satisfaction, emotional adjustment, marital 

satisfaction and stability, and hope (Post, 1998). Additionally, research studies have 

demonstrated inverse relationships between religiousness and aspects of psychological 

distress such as loneliness, depression, anxiety, and suicide rates. These findings are 

relatively consistent across various study designs, measures, statistical methods, and 

population characteristics, including differing race, nationality, sex, religious affiliations, 

and strength of religiosity (for reviews see Koenig, McCullough, & Larson, 2001; Levin 

& Chatters, 1998). Levin and Chatters (1998) noted the importance of understanding 
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“why” these associations exist. Levin and Chatters suggested several possible mediators 

including religious commitment, religious involvement and fellowship (or congregational 

social support), religious worship (or rituals), salutary health beliefs (e.g., belief that one 

may act to positively affect health; preventative behavior), and positive emotions (i.e., 

faith, optimism, empowerment, love, forgiveness, etc.).  

 Religious coping describes how one uses religiousness to deal with stressors and 

overcome life troubles. Initially, Pargament et al. (1988) suggested that religious 

individuals utilize three religious coping, or problem solving, styles: self-directing, 

deferring, or collaborative. More recently, Pargament, Koenig, and Perez (2000) 

expanded the conceptualization of religious coping styles into 17 unique strategies. 

Pargament et al. (2000) suggested that one may use religious coping to find meaning, 

gain control, gain comfort and closeness to God, gain intimacy with others, and to 

achieve a life transformation (e.g., identifying new reasons for personal significance). 

Among the 17 specific religious coping strategies developed by Pargament et al. (2000), 

four strategies assist in gaining control: collaborative religious coping, passive religious 

deferral, pleading for direct intercession, and active religious surrender. The collaborative 

religious coping strategy describes an approach where both God and the individual work 

together to solve problems; both parties share responsibility through a partnership for 

dealing with problems. The empirically derived scale from the RCOPE that includes 

collaborative religious coping also reflects an absence of self-directing coping. The 

passive religious deferral strategy describes an individual who yields all power to God, 

viewing God as the complete source of solutions; a person who defers waits for God to 
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take control and responsibility for outcomes. The pleading for direct intercession strategy 

describes an individual who petitions for God to intervene on a person’s own behalf in 

order to bring about a more favorable outcome. Wong-McDonald and Gorsuch (2000) 

depicted an active religious surrender strategy as an “active choice to relinquish one’s 

will to God’s rule” (p. 149). Active religious surrender involves a self-sacrifice to give up 

one’s right to free will in exchange for God’s will.  

Religious coping has been identified as a crucial mediator between religiousness 

and both psychological and physical health outcomes. Several studies have identified 

positive relationships between religious coping and psychological functioning (for 

reviews Harrison, Koenig, Hays, Eme-Akwari, & Pargament, 2001; Pargament, 2002). In 

one review, 50-85% of participants reported that religious coping was helpful in dealing 

with life situations (Pargament & Brant, 1998). More specifically, Pargament and Ano’s 

(2004) review found that religious coping has been linked with (among other 

associations) decreased depression, decreased distress, decreased severity of 

psychological symptoms, better adjustment post-surgery, stress-related growth, spiritual 

growth, and improved overall mental health. Religious coping has also been found to 

foster hope, which often benefits personal well-being (Post, 1998). All of the 

aforementioned advantages of religious coping may be of notable importance when 

dealing with a serious life circumstance, such as a disease like cancer.  

For the religious individual, religion may promote a redistribution of control 

through a relationship with God (Cole & Pargament, 1999). Therefore, in addition to 

considering religious coping strategies, considering how much control a person has over 
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life circumstances contributes to the understanding of how the person utilizes their 

religiousness. Locus of control refers to one’s perception of the degree to which his or her 

actions, or the actions of others, may affect situational outcomes (Walker, 2001). Locus 

of control has been considered within specific areas, such as physical health. Health locus 

of control focuses on how much one believes his or her actions affect or do not affect his 

or her physical health (Wallston, Wallston, & DeVellis, 1978). Like religious coping, 

health locus of control has also been found to have associations with physical health, 

affect, and psychological functioning (Brown & Siegel, 1988; Propst, 1986; Siegel, 

Anderman, & Schrimshaw, 2001).  

Wallston et al. (1978) initially conceptualized three dimensions of health locus of 

control: internal, powerful others, and chance. Internal health locus of control describes 

the belief that one personally possesses power over physical health and can act 

purposefully to affect physical health circumstances and outcomes. Powerful others 

health locus of control describes the belief that an external control held by an important 

person (i.e., physician) will affect physical health circumstances and outcomes. Chance 

health locus of control describes a belief that physical heath circumstances and outcomes 

are left up to fate; this suggests that a person has no control and their actions will not alter 

their physical health circumstances or outcomes. To better assess health locus of control 

for religious individuals, Wallston et al. (1999) added one more dimension, God control. 

God health locus of control describes the belief that God has control over physical health 

circumstances and outcomes.   
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Religiousness, Religious Coping, Locus of Control, and Well-being with Cancer Patients  

 Reviews of the scientific literature suggest that religiousness may have a 

salubrious relationship with cancer. Some researchers have stated that religiousness may 

serve as a protective factor against cancer development. For example, behavior and life 

choices due to one’s religious beliefs (e.g., abstaining from high risk activities, such as 

smoking, sexual promiscuity, and alcohol consumption) may decrease one’s risk of 

cancer development (Stefanek, McDonald, & Hess, 2005). Even so, the possible benefits 

of religious involvement might exceed these behavioral differences. Coping with physical 

health problems sometimes fosters a turn toward religion (Siegel et al., 2001), and 

research estimates the prevalence rates for religious coping within health care settings to 

range from 42.3% to 86% (Harrison et al., 2001). It seems likely that religion may offer 

unique coping methods to assist with distress specific to diagnosis and treatment of 

cancer.  

Musick, Koenig, Larson, and Matthews (1998) outlined four specific ways in 

which a religious person may cope with cancer: secondary control, provision of spiritual 

world view, participation in a spiritual community, and dealing with death and dying. 

First, secondary control may be beneficial as the religious individual can relinquish 

control to God. Musick et al. cited several studies that found that yielding control over 

health matters to God increases one’s well-being. Second, religious worldviews offer a 

framework in which to make sense of life situations. When faced with a cancer 

diagnoses, religious world views may allow one to find meaning out of illness and may 

also affect how one tolerates the disease or medical treatment. Third, participation in a 
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religious community may allow one access to social support, which has been found to be 

critical for recovery and well-being. Kendrick and Koenig (2000) outlined several 

religious community interventions that positively impact cancer patients: cards, letters, 

private prayers and formal prayers in worship services, provision of food, transportation 

to and from appointments, house and yard work, visitations, and hosting fund raising 

events to reduce financial burden if need be. Finally, religiousness helps one to cope with 

death and dying. Connections with something greater than the self may allow for positive 

reframing of death as well as increasing one’s tolerance of the dying process. Moreover, 

many religions believe in a life after death. This belief may increase hope for existence 

beyond the earthly life and open up opportunities for reunions with passed loved ones, 

which helps to reframe death from an end into a new beginning.   

Recently, there have been several reviews published which investigate the 

associations between religiousness, religious coping, and psychological functioning 

within the cancer patient population (Garssen, 2004; Lin & Bauer-Wu, 2003; Sherman & 

Simonton, 2001; Stefanek et al., 2005; Tarakeshwar, et al., 2006; Thuné-Boyle, Stygall, 

Keshtgar, & Newman, 2005). Results of these reviews indicate evidence for positive 

associations between aspects of religious coping and quality of life, adjustment, and well-

being for cancer patients. One study also suggested that as the number of reported 

physical health symptoms increase, so did the frequency of religious coping 

(Tarakeshwar et al., 2006). However, null and negative associations between aspects of 

religious coping and quality of life, adjustment, and well-being have been reported as 

well. Thuné-Boyle et al. (2005) found methodological problems in some studies such as 
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poor assessment strategies for religiousness and religious coping. These methodological 

problems may affect results and thus may contribute to mixed findings. In conclusion, 

even though many studies have examined the associations between religious coping and 

psychological functioning within the cancer patient population, it is premature to report 

with confidence the nature of these associations (Thuné-Boyle et al., 2005). More studies 

are needed to explore possible relationships between these variables among cancer 

patients.  

Control beliefs in cancer patients have also been researched but to a lesser extent 

than religious coping. Neipp, López-Roig, and Pastor (2007) reviewed previous research 

studying the predictive ability of control beliefs in cancer patients. The authors stated that 

it is important for cancer patients “to create a sense of control regarding their illness… 

[and] to perceive that they are able to obtain positive results and avoid the negative 

results” (p. 336) in order to cope with diagnosis and treatment-related distress. Internal 

locus of control seems to have modest positive relationships with aspects of 

psychological functioning. Chance locus of control was associated with worse adaptation 

to cancer diagnoses. Powerful others locus of control has mixed results, indicating 

associations with both better and worse adaptation to cancer diagnoses. Of the studies 

specifically utilizing health locus of control scales, seven out of 13 studies found 

associations with quality of life or psychological distress. Thus, results of previous 

research do not clearly indicate a predictive ability of control beliefs on health outcomes. 

Neipp and colleagues suggested that combinations of multiple locus of control 

dimensions may explain the mixed results. For example, a person indicating high levels 
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of both powerful others and internal locus of control may have higher levels of 

psychological functioning; whereas, a person indicating high levels of both powerful 

others and chance locus of control may have lower levels of psychological functioning. 

Neipp et al. called for future research to clarify inconclusive findings from previous 

research studies and test possible interactive associations.  

The coping experience of an individual with cancer is likely different than a 

physically healthy person coping with non-health-related life stressors. Due to the 

severity of the illness and uncomfortable side effects of treatments, the cancer patient 

may have a lower supply of physical strength and energy which may restrict the resources 

available for coping. Moreover, the coping experience of an individual with cancer is 

likely unique from people dealing with various other physical health problems. For 

example, the possibility of death and facing one’s own mortality may be a significant 

source of distress. Additionally, a cancer patient may feel as though he or she has less 

control over cancer than a person suffering from another illness that may have strict 

medical regimens to heal, correct, or appropriately monitor the illness (e.g., diabetes, 

heart disease). Overall, reviews generally indicate that religiousness may be beneficial to 

individuals with cancer. However, research focusing on the associations between 

religious coping and psychological functioning of cancer patients has been mixed, having 

positive, negative, and null results. Studies researching associations between health locus 

of control and psychological functioning with cancer patients have also reported mixed 

results. These inconclusive findings communicate a need for more research to clarify 
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what associations exist between religiousness, religious coping, locus of control, and 

psychological functioning in the cancer patient population (Stefanek et al., 2005).  

Current Study 

Previous research suggests that religiousness may be utilized to cope with cancer. 

However, the effectiveness of using religious coping with cancer is unclear and needs 

further research (Kendrick & Koenig, 2000). The current study examined how one uses 

religiousness to cope with a cancer diagnosis and subsequent medical treatment. More 

specifically, the current study researched the relationships among religiousness, religious 

coping, health locus of control, and psychological functioning (as measured by 

satisfaction with life, positive affect, and negative affect) among cancer patients (see 

Table 1). Using existing research, a priori hypotheses were made to answer the following 

research questions regarding the experience of people coping with cancer:  

(1) How are religiousness and religious coping styles related?  

(2)  How are religious coping styles and health locus of control beliefs related?   

(3)  How are religiousness and religious coping styles associated with 

psychological functioning? 

(4)  How are health locus of control beliefs associated with psychological 

functioning? 

(5)  Does religious coping assist in clarifying the consistent relationships 

between religiousness and psychological functioning? 

(6) Does religious coping assist in clarifying the consistent relationships 

between God health locus of control and psychological functioning?  
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(7)  Do other health locus of control beliefs assist in clarifying the inconsistent 

relationships between powerful others health locus of control and 

psychological functioning?  

Previous literature suggests that there are relatively consistent associations 

between religiousness and religious coping. More specifically, religious coping strategies 

such as collaborative, passive deferral, pleading, and active surrender have positive 

relationships with religiousness (Pargament et al., 1988; Pargament et al., 2000; Watson, 

Milliron, Morris, & Hood, 1995; Wong-McDonald & Gorsuch, 2004). All of these 

associations were expected to replicate in the current study.  

It was also expected that religious coping would be related to various health locus 

of control beliefs. Results from Pargament et al. (1988) and Wong-McDonald and 

Gorsuch (2004) provided evidence for positive correlations between God health locus of 

control and collaborative, passive deferral, and active surrender religious coping 

strategies. Results from these two studies also provided evidence of a negative correlation 

between internal health locus of control and passive deferral religious coping (Pargament 

et al., 1988; Wong-McDonald & Gorsuch, 2004). Although Pargament et al. (1988) and 

Wong-McDonald and Gorsuch (2004) did not examine health locus of control or health 

issues specifically, Moore and Cook (2008) did examine health problems. Results of 

Moore and Cook (2008) indicated a positive correlation between God health locus of 

control and collaborative as well as passive deferring religious coping strategies. 

Additionally, powerful others health locus of control was found to be positively 
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correlated with collaborative religious coping (Moore & Cook, 2008). All of these 

associations were expected to replicate in the current study.  

Previous literature provides information on the associations among religiousness, 

religious coping, and well-being (Koenig et al., 2001; Levin & Chatters, 1998). First, it 

was predicted that greater general religiousness would be positively associated with 

enhanced psychological functioning (i.e., greater satisfaction with life; greater positive 

affect). Second, it was predicted that religious coping strategies would also be related to 

enhanced psychological functioning. More specifically, it is hypothesized that both 

collaborative and active surrender religious coping would be positively related to 

satisfaction with life and positive affect (Ano & Vasconcelles, 2005; Pargament, Koenig, 

Tarakeshwar, & Hahn, 2004; Phillips, Pargament, Lynn, & Crossley, 2004; Wong-

McDonald & Gorsuch, 2004). Descriptions of the pleading religious coping strategy 

seem to suggest some level of desperation and fear regarding one’s circumstances. 

Because of this, it seemed logical to predict that pleading for direct intercession would be 

associated with diminished psychological functioning (i.e., less satisfaction with life; 

greater negative affect).   

Previous research suggests that religious coping strategies may mediate the 

relationship between religiousness and psychological functioning. For example, 

collaborative religious coping has been found to mediate the relationship between 

religiousness and both well-being and distress (Fabricator, Handal, Rubio, & Gilner, 

2004). Moore and Cook (2008) did not find support for the mediation of collaborative 

religious coping between the relationship of religiousness and well-being; however, it is 
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believed that the lack of support was due to characteristics of the sample. More 

specifically, since the sample consisted of assumingly healthy, young adults in college, it 

is likely that the majority of these individuals had not been faced with serious health 

concerns. This lack of experience may have influenced results that focused on coping 

with health related issues. These sample concerns were not an issue in the current study.  

Descriptions of both the collaborative and active surrender religious coping 

strategies suggest personal action whether working with God through a partnership 

(collaborative) or willingly giving up of one’s will to God (active surrender). 

Additionally, both the collaborative and active surrendering religious coping strategies 

have been found to have relationships with greater well-being (Fabricatore et al., 2004; 

Wong-McDonald & Gorsuch, 2004). These are unique aspects shared by collaborative 

and active surrender religious coping but not by other religious coping strategies. With 

these commonalities, it seemed reasonable to predict that both collaborative and active 

surrender religious coping may explain a portion of the relationship between general 

religiousness and well-being. Therefore, it was hypothesized that both the collaborative 

(see Figure 1) and active surrender (see Figure 2) religious coping strategies would 

independently serve as mediators to explain further the relationship between religiousness 

and psychological functioning, as measured by satisfaction with life and affective 

experience.    

Previous research also has found associations between health locus of control 

orientations and psychological functioning. More specifically, internal health locus of 

control has been found to have relationships with enhanced well-being; whereas, chance 
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health locus of control has been found to have relationships with diminished well-being 

(Neipp et al., 2007). God health locus of control has been related to enhanced well-being 

(Wong-McDonald & Gorsuch, 2004). All of these relationships were predicted in the 

current study.  

Since religious coping strategies have been found to clarify a portion of the 

relationship between general religiousness and psychological functioning, it seemed 

reasonable to anticipate that religious coping strategies may also offer some clarification 

of the relationship between God health locus of control and psychological functioning for 

cancer patients. More specifically, believing more strongly that God is in control of one’s 

health may facilitate a greater sense of well-being when an individual utilizes a more 

collaborative religious coping strategy. In other words, an “all powerful God” who is in 

control of one’s health and working with an individual to improve health circumstances 

may improve self-esteem, confidence, and create a greater sense of well-being overall. 

Similarly, God control may facilitate a greater sense of well-being for an individual who 

is surrendering personal control in exchange for the will of God. The more control one 

believes God has, the more confident he or she can be that God has the power to 

intervene as necessary. This may reduce one’s experience of distress and offer peace of 

mind. Therefore, it was hypothesized that both collaborative (see Figure 3) and active 

surrender (see Figure 4) religious coping would independently moderate the relationship 

between God control and psychological functioning (i.e., satisfaction with life, positive 

affect, and negative affect).    
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Based upon the suggestions of Neipp et al. (2007), the current study investigated 

whether combinations of various types of health locus of control beliefs are associated 

with psychological functioning in order to clarify the inconclusive results that have been 

found previously. In particular, powerful others locus of control orientation has been 

associated with both positive and negative aspects of adaptation to cancer (Neipp et al., 

2007). Whereas, internal and God health locus of control have had consistent associations 

with enhanced psychological functioning (Neipp et al., 2007; Wong-McDonald & 

Gorsuch, 2004), and chance locus of control has had consistent associations with 

diminished psychological functioning (Neipp et al., 2007). As suggested by Neipp and 

colleagues (2007), it is plausible that combining powerful others health locus of control 

with other health locus of control orientations may determine whether powerful others 

health locus of control orientation is healthy or unhealthy for a particular cancer patient. 

In other words, if powerful others health locus of control occurs concurrently with 

another health locus of control orientation that tends to be positively associated with 

well-being (e.g., internal or God health locus of control), then this interaction will be 

associated with greater well-being and less distress. However, if powerful others health 

locus of control occurs concurrently with another health locus of control orientation that 

tends to be negatively associated with well-being (e.g., chance health locus of control), 

then this interaction will be associated with less well-being and greater distress. Based 

upon this reasoning, significant interactions between powerful others health locus of 

control and other control orientations were predicted. More specifically, it was 

hypothesized that individuals who indicate stronger orientations in both powerful others 
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and God health locus of control will have greater well-being (i.e., positive relationships 

with satisfaction with life and positive affect), as God health locus of control will 

moderate the relationship between powerful others health locus of control and 

psychological functioning (see Figure 5). Similarly, individuals who indicate stronger 

orientations in both powerful others and internal health locus of control will have greater 

well-being (i.e., positive relationships with satisfaction with life and positive affect), as 

internal control will moderate the relationship between powerful others health locus of 

control and psychological functioning (see Figure 6). However, participants who indicate 

stronger orientations in both powerful others and chance health locus of control will 

report less well-being (i.e., negative relationships with satisfaction with life; positive 

relationship with negative affect), as chance control will moderate the relationship 

between powerful others control and psychological functioning (see Figure 7).    
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Table 1 
 

Research Questions, Hypotheses, and Analysis 

 

Research Questions/Hypotheses 
 

 Completed Analysis 

1. 
 

How are religiousness and religious coping styles related?  

 
 

A. Religiousness will be positively associated with collaborative religious coping.  Pearson Correlation 

 
 

B. Religiousness will be positively associated with passive deferral religious coping.  Pearson Correlation 

 
 

C. Religiousness will be positively associated with pleading for direct intercession. Pearson Correlation 

 
 

D. Religiousness will be positively associated with active religious surrender. Pearson Correlation 

2. 
 

How are religious coping styles and health locus of control beliefs related?    

 
 

A. Collaborative religious coping will be positively associated with God health locus of control.  Pearson Correlation 

 
 

B. Passive deferral religious coping will be positively associated with God health locus of control. Pearson Correlation 

 
 

C. Active religious surrender will be positively associated with God health locus of control. Pearson Correlation 

 
 

D. Passive deferral religious coping will be negatively associated with Internal health locus of  
 
control. 
 

Pearson Correlation 
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Table 1 Continued 
 

Research Questions, Hypotheses, and Analysis 

 

Research Questions/Hypotheses 
 

 Completed Analysis 

 E. Collaborative religious coping will be positively associated with powerful others health locus  
 
of control. 
 

Pearson Correlation 

3. How are religiousness and religious coping styles associated with psychological functioning?  

 A. Religiousness will be associated with enhanced psychological functioning.  Pearson Correlation 

 B. Collaborative religious coping will be associated with enhanced psychological functioning. 
 

Pearson Correlation 

 C. Active religious surrender will be associated with enhanced psychological functioning.  
 

Pearson Correlation 

 D. Pleading for direct intercession will be associated with diminished psychological functioning.
  

Pearson Correlation 

4. How are health locus of control beliefs associated with psychological functioning?  

 A. Internal health locus of control will be associated with enhanced psychological functioning. 
 

Pearson Correlation 

 B. Chance health locus of control will be associated with diminished psychological functioning. 
 

Pearson Correlation 

 C. God health locus of control will be associated with enhanced psychological functioning.  
 

Pearson Correlation 
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Table 1 Continued 
 

Research Questions, Hypotheses, and Analysis 

 

Research Questions/Hypotheses 
 

 Completed Analysis 

5. Does religious coping assist in clarifying the consistent relationships between religiousness and  
 
psychological functioning? 
 

 A. Collaborative religious coping will mediate the association between religiousness and 
 
psychological functioning.  
 

Multiple Regression 

 B. Active religious surrender will mediate the association between religiousness and psychological 
 
functioning. 
 

Multiple Regression 

6. Does religious coping assist in clarifying the consistent relationships between God health locus of  
 
control and psychological functioning?  
 

 

 A. Collaborative religious coping will moderate the association between God health locus of  
 
control and psychological functioning.   
 

Hierarchiacal 

Multiple Regression 

 B. Active religious surrender will moderate the association between God health locus of control 

and psychological functioning.   

Hierarchiacal 

Multiple Regression 
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Table 1 Continued 
 

Research Questions, Hypotheses, and Analysis 

 

Research Questions/Hypotheses 
 

 Completed Analysis 

7. Do other health locus of control beliefs assist in clarifying the inconsistent relationships between 

powerful others health locus of control and psychological functioning?  

 

 A. God health locus of control will moderate the association between powerful others health locus 

of control and psychological functioning.  

Hierarchiacal  
 
Multiple Regression 

 B. Internal health locus of control will moderate the association between powerful others health 

locus of control and psychological functioning.  

Hierarchiacal  
 
Multiple Regression 

 C. Chance health locus of control will moderate the association between powerful others health  
 
locus of control and psychological functioning. 

Hierarchiacal 

Multiple Regression 

Note. Enhanced psychological functioning is defined as greater satisfaction with life and greater positive affect. Diminished  
 
psychological functioning is defined as less satisfaction with life and greater negative affect.  
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                           Collaborative Religious Coping 

  

               

 

Religiousness 

 

         Psychological Functioning:  

 

Positive Affect               

 Negative Affect 

 Satisfaction with Life 

 

Figure 1. Collaborative religious coping mediating religiousness and psychological functioning. 
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                            Active Religious Surrender 

  

               

 

Religiousness 

 

            Psychological Functioning:  

 

Positive Affect               

 Negative Affect 

 Satisfaction with Life 

 
 
Figure 2. Active religious surrender mediating religiousness and psychological functioning. 
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                           Collaborative Religious Coping 

  

               

 

God Health Locus of Control  

 

            Psychological Functioning:  

 

Positive Affect                     

 Negative Affect 

 Satisfaction with Life 

 
 

Figure 3. Collaborative religious coping moderating God health locus of control and psychological functioning. 
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                                  Active Religious Surrender 

  

               

 

                 God Health Locus of Control 

 

            Psychological Functioning:  

 

Positive Affect                

 Negative Affect 

 Satisfaction with Life 

 
 

Figure 4. Active religious surrender moderating God health locus of control and psychological functioning. 
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                                    God Health Locus of Control 

  

               

 

  Powerful Others Health Locus of Control  

 

            Psychological Functioning:  

 

Positive Affect              

 Negative Affect 

 Satisfaction with Life 

 
 

Figure 5. God health locus of control moderating powerful others health locus of control and psychological functioning. 
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                                    Internal Health Locus of Control 

  

               

 

  Powerful Others Health Locus of Control  

 

            Psychological Functioning:  

 

Positive Affect         

 Negative Affect 

 Satisfaction with Life 

 
 

Figure 6. Internal health locus of control moderating powerful others health locus of control and psychological functioning. 
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                                   Chance Health Locus of Control 

  

               

 

  Powerful Others Health Locus of Control  

 

            Psychological Functioning:  

 

Positive Affect         

 Negative Affect 

 Satisfaction with Life 

 
 

Figure 7. Chance health locus of control moderating powerful others health locus of control and psychological functioning. 
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CHAPTER II 

METHOD 

Participants 

 Adult individuals with active cancer were eligible to participate in this study. 

“Active cancer” was operationalized as a person who has been diagnosed with any type 

of cancer but is not currently in remission. Most participants were receiving 

chemotherapy treatment at the time of data collection; however, cancer patients who were 

receiving other types of treatment or no medical treatment were not excluded. Prior to 

data collection, a power analysis was conducted to estimate the necessary sample size. 

According to Cohen (1992), in order to determine a study’s statistical power one should 

consider sample size, significance criterion, and population effect size. With an 

anticipated significance criterion of .05 and medium population effect size, it was 

calculated that a sample size of 76 participants was needed to provide ample power to 

analyze the proposed hypotheses.  

Of the 116 cancer patients approached, 96 agreed to participate in the study, and 

91 questionnaires were returned. Fifteen questionnaires were excluded due to missing 

data (i.e., approximately 5% or more of the questions on the entire questionnaire were not 

answered) yielding a total of 76 usable questionnaires. Questionnaires missing less than 

5% of data were included. These missing values were replaced via mean substitution. 

Thirty female and 36 male cancer patients participated in this study along with ten other 

participants who chose not to report their gender. Thirty-eight participants received their 

first cancer diagnosis within the last 12 months, 34 participants received their first cancer 

diagnosis 12 months ago or beyond, and four participants chose not to report time of 
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diagnosis. Twenty participants reported experiencing a cancer relapse after a period of 

cancer remission. Numerous primary cancer sites were reported with the highest 

frequencies being breast (17 participants), lung (10 participants), colon (nine 

participants), and lymphoma (nine participants). Twenty-four participants reported 

having two or more cancer sites suggesting metastatic disease.   

As a whole, this sample tended to be Caucasian (67%) or Hispanic (21%), 

married or partnered (65%), middle class (33%), and educated with 57% of participants 

receiving some formal education, college or technical school, or degree beyond high 

school. Reported ages ranged from 20 to 89 years with a median age of 57 years. Most 

participants reported having four or more people providing social support with 88% of 

the sample reporting satisfaction with the quality and quantity of support received. Ninety 

percent of participants identified as Christian, including Protestant, Catholic, and "other" 

denominations. No participants identified as atheistic or agnostic. Participants tended to 

be active within their faith, with 66% estimating attendance of religious services to be "a 

few times per month" or more and 76% reporting participation in prayer, mediation, or 

other religious activities to be "two or more times per week” (based on responses to 

individual DRI items). Approximately 92% of participants reported on the DRI that 

“religious beliefs are what really lie... behind [their] whole approach to life.” 

Measures 

 Duke Religion Index (DRI). The DRI (Koenig, Parkerson, & Meador, 1997) is a 

5-item scale which measures religiousness in three domains: organizational (frequency of 

organized religious service attendance), non-organizational (frequency of participation in 

private religious endeavors, such as devotions, prayer, meditation, etc.), and intrinsic 
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religiosity (degree to which one integrates religion into their private life and/or life 

endeavors). For the items of the Organizational and Non-Organizational subscales (one 

item for each scale), respondents rate extent of frequency of activity with a 6-point scale 

ranging from “never,” to “more than once a week/day.” For the three items on the 

Intrinsic subscale, respondents rate extent of agreement with a 5-point scale ranging from 

“definitely not true” to “definitely true.” After reverse scoring is completed for the first 

two items, scores from all five items can be summed to form a total index score, which 

was used in this study. The index score can range from five to 27; higher totals indicate 

more religiousness.  

 Storch et al. (2004) provided support for the psychometric properties of DRI 

scores using two undergraduate samples. Results suggested internal consistency for DRI 

scores with a Cronbach’s alpha of .91 for the first sample and .78 for the second sample. 

Concurrent validity was also suggested when DRI scores were highly correlated with the 

scores from a religious faith questionnaire. Confirmatory factor analysis provided 

evidence for the one-factor model of the total religiousness index.  

 RCOPE. The RCOPE (Pargament, et al., 2000) is a measure of religious coping 

and consists of 17 subscales which may be used as a collective whole or individually. 

This particular study utilized four religious coping subscales: Collaborative (8 items), 

Active Surrender (5items), Passive Deferral (5 items), and Pleading (5 items). 

Respondents rate extend of agreement with a 4-point Likert scale ranging from “not at 

all” to “a great deal.” Scores on the 5-item scales range from five to 20; whereas, scores 

on the Collaborative Religious Coping scale range from eight to 32. After reverse scoring 
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is completed for five items on the Collaborative Religious Coping scale, higher scores on 

each scale indicate more utilization of that type of religious coping style.  

 Pargament et al. (2000) provided initial evidence for reliability and validity of the 

RCOPE subscales. Internal consistency estimated by alpha coefficients for scores of the 

four subscales used in this study ranged from .83 to .92. Results also indicated support for 

incremental validity of the scales scores based upon patterns of correlations between 

several measures of psychological functioning including stress-related growth, positive 

religious outcomes, and emotional distress. Finally, support for discriminant validity was 

indicated by significant differences in scales scores obtained from a college student 

sample and a hospitalized older adult sample. More specifically, the hospitalized older 

adult sample reported greater use of religious coping, which was expected given that 

previous research documents generally greater religiousness and greater use of religious 

coping among older adults.  

 Multidimensional Health Locus of Control (MHLC). The MHLC (Wallston et al., 

1978; Wallston et al., 1999) is a measure of health locus of control and consists of four, 

6-item subscales: Internal, Powerful Others, Chance, and God Health Locus of Control 

(GHLC). Respondents rate extent of agreement with a 6-point Likert scale ranging from 

“strongly disagree” to “strongly agree.” Scores on each of the subscales range from six to 

36; higher subscale totals indicate a respondent’s resemblance to that type of control. 

Wallston, Stein, and Smith (1994) introduced MHLC Form C to be a condition specific 

measurement of health locus of control. In other words, Form C allows an administrator 

to personalize the measure for a specific population by replacing the word “condition” 

with a particular medical ailment. Form C also allows the 6-item Powerful Others 
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subscale to be further subdivided into two smaller 3-item subscales namely: Doctors and 

Other People. In the current study, Form C will be used to make the MHLC scale specific 

to cancer; however, the Powerful Others subscale will be used as one 6-item scale.  

Wallston et al. (1978) provided initial evidence for the reliability and validity of 

the MHLC’s Internal, Powerful Others, and Chance subscale scores. Internal consistency 

for the subscale scores estimated by alpha coefficients ranged from .67 to .77. Results 

also indicated support for the construct validity of the scale scores based upon patterns of 

correlations with general locus of control scales and a social desirability scale. Support 

for predictive validity was suggested by significant correlations between MHLC scores 

and self-reported health status. Using a veterans administration medical center patient 

population, Hartke and Kunce (1982) conducted a factor analysis that indicated that most 

all items had a factor loading greater than .50 for the MHLC’s Internal, Powerful Others, 

and Chance subscales. Wallston et al. (1999) found that alpha coefficients for the GHLC 

scores ranged from .87 to .94. Validity of the GHLC scale scores was indicated by 

associations with measures of religious orientation and activities (Wallston et al., 1999).  

Wallston et al. (1994) provided evidence for reliability and validity of MHLC 

Form C using participants suffering from one of four medical conditions: rheumatoid 

arthritis, chronic pain, diabetes, or cancer. Internal consistency for the subscale scores 

estimated by alpha coefficients ranged from .71 to .87 for sample one and .70 to .85 for 

sample two, which was better than the original MHLC. Concurrent validity was 

investigated by comparing subscale scores of Form C to the MHLC and another general 

locus of control measure. The subscale scores of Form C were significantly correlated 

with the appropriate counterpart subscale scores for the MHLC and the general measure. 



 Texas Tech University, Lindsey R. Moore 

 

38 
 

However, the Other People subscale of Powerful Others was also significantly correlated 

with Chance for both the MHLC and the general measure.   

 Positive and Negative Affect Schedule (PANAS). The PANAS (Watson, Clark, & 

Tellegen, 1988; Watson & Clark, 1994) is a 20-item assessment of affect with two 

subscales: Positive Affect and Negative Affect. The Positive Affect scale depicts one’s 

level of enthusiasm, alertness, and activity; whereas, the Negative Affect scale depicts 

one’s level of distress and aversive mood states. Respondents were asked to consider 

their affect for the “past few weeks,” and rate extent of agreement with a 5-point Likert 

scale ranging from “very slightly or not at all,” to “extremely.” Scores on each of the 

subscales range from 10 to 50; higher subscale totals indicate a greater resemblance to 

that affective experience. Higher scores on the Positive Affect scale reflect more energy, 

concentration, and enjoyable engagement; lower scores reflect more unhappiness and 

lethargy. Higher scores on the Negative Affect scale reflect more disgust, fear, 

nervousness, and contempt; lower scores reflect more peace and tranquility.   

 Watson et al. (1988) provided initial evidence for the reliability and validity of the 

PANAS subscales. Internal consistency for the subscale scores estimated by alpha 

coefficients ranged from .86 to .90 for the Positive Affect scale and .84 to .87 for the 

Negative Affect scale within a primarily college sample. Alpha coefficients found in an 

adult sample and an inpatient psychiatric sample were also acceptable. Eight-week test-

retest reliability correlations for the PANAS (using the “past few weeks” instructions) 

were .58 for Positive Affect scale scores and .48 for Negative Affect scale scores. Finally, 

concurrent validity was suggested as correlations between the PANAS subscales and 

other assessments of psychological functioning were significant as expected.  
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 Satisfaction with Life Scale (SWLS). The SWLS (Diener, Emmons, Larsen, & 

Griffin, 1985) is a 5-item scale which measures one’s perception of satisfaction with his 

or her life. Respondents were asked to rate their extent of agreement with statements 

suggesting a global contentment with life using a 7-point Likert scale ranging from 

“strongly agree” to “strongly disagree.” Scores range from five to 35 with higher scores 

indicating greater satisfaction with one’s life and lower scores indicating greater 

dissatisfaction with one’s life. 

 Diener et al. (1985) provided initial evidence for the reliability and validity of 

SWLS scores utilizing an undergraduate student sample. Internal consistency was 

estimated by an alpha coefficient of .87, and the two-month test-retest reliability 

correlation was .82. Concurrent validity was suggested as correlations between SWLS 

and other assessments of subjective well-being scales were moderately strong. In a later 

study, Arrindell, Meeuwesen, and Huyse (1991) also provided evidence for reliability and 

validity for the SWLS scores utilizing a non-psychiatric, medical outpatient sample from 

The Netherlands. In this study, internal consistency was estimated using alpha coefficient 

to be .87. Evidence for concurrent validity was supported by the expected correlations 

between the SWLS and assessments of well-being, health attitudes, and social 

desirability.  

 Demographics.  Participants reported demographic information including age, 

racial/ethnic identification, highest level of education obtained, type of cancer diagnosis, 

length of time since originally diagnosed with cancer, type of treatments received, relapse 

incidence (i.e., Has this person relapsed after a period of cancer remission?), religious 

affiliation, state and county of residence, and social support satisfaction (i.e., Are you 
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satisfied with your current amount of social support? (Answer choices: yes, no, unsure); 

How many people do you have giving you social support? (Fill in the blank)).  

Procedure 

The study utilized a quantitative, self-report, survey methodology. Recruitment of 

participants and procedures for this study were conducted in-person at a local cancer 

treatment center located in the Southcentral United States. More specifically, cancer 

patients presenting for infusion at the Southwest Cancer Treatment and Research Center 

in Lubbock, Texas were given a flier explaining the purpose of the study. If interested, 

patients completed the survey while undergoing infusion.  

The order of measures within the survey packets were sorted using three different 

randomized orders. Initially, participants were instructed to read an informed consent 

agreement. After the informed consent agreement was signed and all questions/concerns 

were addressed, participants completed the DRI-5, SWLS, RCOPE, MHLC, PANAS, and 

a demographics form. Finally, participants were provided a debriefing statement that 

described the nature and purpose of the study as well as the contact information for the 

primary investigator. Participants were informed that a $1.00 donation would be made to 

the American Cancer Society for each survey completed. On July 29, 2011, a $91 

donation was given to the American Cancer Society on behalf of the 91 cancer patients 

who returned questionnaires for this study.   
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CHAPTER III 
 

RESULTS 
  

Descriptive Information 

 
 Means, standard deviations, and alpha coefficients for the primary measures are 

presented in Table 2. Skewness and kurtosis for all scale scores were less than 1.00 and 

considered within acceptable limits except for the RCOPE Collaborative and RCOPE 

Passive Deferral Religious Coping subscales. A log transformation was conducted for the 

RCOPE Collaborative Religious Coping subscale to adjust for negative skewness and 

positive kurtosis, and a square root transformation was conducted for the RCOPE Passive 

Deferral Religious Coping subscale to adjust for positive skewness. Both transformations 

resulted in scores for these two subscales that were within acceptable limits of skewness 

and kurtosis. Internal consistency was at least .70 for all scale scores in this study with 

the exception of the MHLC Powerful Others Health Locus of Control subscale score 

(Cronbach’s alpha = .66). The Powerful Others Health Locus of Control subscale was 

included in analyses, but results including this scale should be interpreted with caution 

due to questionable internal consistency.   

Means for primary measures in this sample were compared to the means reported 

in other studies that utilized a cancer patient sample. Independent t-tests with an alpha 

level of .01 were conducted. (The alpha level was lowered from the standard .05 to 

safeguard against possible Type I error due to multiple analyses.) Results indicated that 

sample means in this study were significantly higher than sample means reported in other 

studies for the DRI (t(178) = -13.85, d = -2.09; Sherman et al., 2000) and the Negative 

Affect scale of the PANAS (t(318) = -3.77, d = -0.49; Cole, Hopkins, Tisak, Steel, & 
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Carr, 2008). Results indicated that sample means in this study were significantly lower 

than sample means reported in other studies for the SWLS (t(358) = 4.26, d = 0.55; 

Hebert, Zdaniuk, Schulz, & Scheier, 2009). No significant difference was indicated for 

the Positive Affect scale (t(318) = 0.70, d = 0.09; Cole, et al., 2008). In other words, 

participants in this sample described themselves as more religious, having similar levels 

of positive affect, having more negative affect, and being less satisfied with life than 

cancer patients in comparison samples.  

As discussed in the Methods section, the MHLC Form C was utilized in the 

current study to make questions specific to cancer. Therefore, when the term “health 

locus of control” is used in the results and discussion sections, it should be noted that 

“health” is used to denote health circumstances explicitly related to the patient’s cancer 

diagnosis, disease state, and treatment. Means for the MHLC scales were compared to 

means reported in a study by Wallston et al. (1994), which used a cancer patient sample. 

Of note, though the current study utilized the total Powerful Others Health Locus of 

Control scale, Wallston et al. (1994) elected to further subdivide this scale into two 

subscales representing powerful others–other people and powerful others–doctors health 

locus of control. For the purposes of comparing means, these subscales were created with 

the current sample and t-tests were conducted for each. Internal consistency was 

estimated for the Powerful Others–Other People subscale scores (Cronbach’s alpha = .71) 

as well as for the Powerful Others–Doctors subscale scores (Cronbach’s alpha = .26). 

Responses to question 17 on the Powerful Others – Doctors subscale (i.e., “Whenever my 

cancer worsens, I should consult a medically trained professional.”) exhibited negative 

skewness and positive kurtosis as over 76% of participants responded “strongly agree.” 
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Results of the t-tests indicated a significant difference for the Powerful Others – Doctors 

Health Locus of Control subscale (t(167) = 3.15, d = 0.49) and the Chance Health Locus 

of Control subscale (t(167) = 3.85, d = 0.60) with the current sample means being lower. 

No significant differences were indicated for the Internal (t(167) = -0.24, d = -0.04) and 

Powerful Others – Other People (t(167) = -0.65, d = -0.10) Health Locus of Control 

subscales. In summary, participants in this sample tended to view doctors and chance as 

having less control over their health outcomes as related to their cancer but are similar in 

their views of how much control they themselves and powerful other people have over 

their cancer outcomes when compared to other cancer patient samples.  

The GHLC subscale was not utilized in the Wallston et al. (1994) study. 

Therefore, means for the GHLC subscale were compared with means from two other 

studies utilizing a cancer survivor sample and a systemic sclerosis sample, a “severe, 

chronic, and progressive rheumatic disease characterized by the thickening and hardening 

of the skin, which may... extend to other organ systems” (Wallston et al., 1999, p. 133). 

Results indicated that means for this study were significantly higher than both the cancer 

survivor sample (t(183) = -6.81, d = -1.02; Naus, Price, & Peter, 2005) and the systemic 

sclerosis sample (t(167) = -7.20, d = -1.11; Wallston et al., 1999). Therefore, patients in 

the current sample believe God has a greater amount of control over their health 

outcomes as related to their cancer than other patients coping with a similarly distressing 

physical health problem and others who had recently survived a physical health crisis.  

Finally, descriptive statistics for the RCOPE scale within a cancer patient 

population were not available as studies tended to utilize the brief RCOPE (Pargament, 

Feuille, Burdzy, 2011) or to select certain items from RCOPE subscales to create more 
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concise versions. Therefore, means from this study were compared with the means 

reported in Cardella and Friedlander’s (2004) study investigating coping behaviors of 

parents coping with their child’s cancer diagnosis and/or treatment. Prior to conducting 

independent t-tests, participant responses in the current study for the RCOPE were 

recoded to reflect a scale range of zero to three, rather than the one to four scale range 

utilized, to match the scale range used in the comparison study correcting for mean 

inflation. Results indicated that means for this study were significantly higher for the 

Active Surrender (t(240) = -3.72, d = -0.52) and the Passive Deferral Religious Coping 

subscales of the RCOPE (t(240) = -5.80, d = -0.81). No significant difference was 

indicated for the Pleading Religious Coping subscale (t(240) = 1.99, d = 0.28). 

Comparisons for the Collaborative Religious Coping subscale were not computed as this 

study used eight questions to construct this scale based upon results of Pargament’s factor 

analysis from his initial RCOPE development research (Pargament et al., 2000); whereas, 

Cardella and Friedlander (2004) elected to use five questions to construct their 

collaborative religious coping subscale. Therefore, participants in this study reported 

using active surrender and passive deferral religious coping to a greater extent than 

parents coping with their child’s cancer diagnosis and/or treatment; however, coping by 

pleading with God was used a similar amount in both samples.  

Further examination of the descriptive statistics indicated that participants in this 

study generally experienced a “moderate” amount of positive affect and “a little” amount 

of negative affect based on PANAS scores. Reports regarding the current level of 

satisfaction with one’s life, in general, fell between “neutral” and “slight agreement” as 

reported on the SWLS. As a group, participants reported on the MHLC scale “slight” 
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agreement that powerful others and God had control over their circumstances and 

outcomes as related to their cancer; whereas, they indicated “slight” disagreement that 

they themselves were able to alter their cancer circumstances or outcomes. Participant 

responses also suggested “moderate” to “slight” disagreement that their cancer 

circumstances and outcomes were determined by chance. Approximately 96% of 

participants reported utilizing at least one religious coping strategy at least “somewhat.” 

More specifically, participants reported on the RCOPE that they generally used 

collaborative religious coping “moderately” to “a great deal,” and used active surrender 

religious coping a “moderate” amount. However, participants utilized pleading religious 

coping only “somewhat” and passive deferral religious coping “somewhat” to “not at 

all.”  

Hypothesized Associations 

 Pearson correlations for all primary variables are included in Table 3. Though the 

alpha level was originally anticipated to be .05, to safeguard against possible Type I error 

due to multiple analyses the alpha level was adjusted to be .01 (one-tailed) to indicate 

statistical significance for all correlations among hypothesized associations.  

All hypotheses between religious coping styles and religiousness were supported 

in this study, except for passive deferral religious coping. More specifically, 

collaborative, pleading, and active surrender religious coping were found to be positively 

associated with religiousness as predicted; however, no significant relationship was found 

between passive deferral religious coping and religiousness.  

Several hypotheses were made regarding relationships between religious coping 

styles and health locus of control as related to cancer. All predicted correlations between 
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God health locus of control and religious coping styles were supported. More 

specifically, God health locus of control was found to have a significant, positive 

relationship with collaborative, passive deferral, and active surrender religious coping. 

However, predicted relationships between religious coping styles and other health locus 

of control types were not supported. Contrary to our predicted relationships, passive 

deferral religious coping was not significantly related to internal health locus of control, 

nor was collaborative religious coping significantly related to powerful others health 

locus of control.  

 The next seven hypotheses explored relationships expected between several 

variables and psychological functioning, as measured by satisfaction with life and 

affective experiences. As predicted, significant, positive relationships were found 

between religiousness and satisfaction with life as well as positive affect; however, no 

relationship was indicated between religiousness and negative affect. Additionally, a 

significant, positive relationship was found between collaborative religious coping and 

satisfaction with life. However, no other hypotheses regarding relationships with 

psychological functioning were supported. Active surrender religious coping, internal 

health locus of control, and God health locus of control were not associated with 

enhanced psychological functioning (i.e., greater satisfaction with life; greater positive 

affect) within this sample. Similarly, pleading religious coping and chance health locus of 

control were not associated with diminished psychological functioning (i.e., less 

satisfaction with life; greater negative affect) within this sample.  

 Two mediating hypotheses were made. The statistical analyses to examine 

whether these relationships existed were conducted according to the guidelines set forth 
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by Frazier, Tix, and Barron (2004). Frazier et al. (2004) outlined three necessary criteria 

for a relationship to be described as mediation. First, one must identify a significant 

relationship between the predictor and outcome variables. Second, a significant 

relationship must be identified between the predictor and mediation variables. Third, a 

significant relationship is identified between the mediation and outcome variables after 

any effects of the predictor/outcome relationship are controlled. Finally, once these three 

criteria are met, one must prove that the original significant relationship between the 

predictor and outcome variable significantly decreases with the inclusion of the mediator.  

To clarify the relationship between religiousness and psychological functioning, it 

was hypothesized that both collaborative and active surrender religious coping would 

independently act as mediators. More specifically, it was believed that collaborative 

religious coping and active surrender religious coping would explain why the significant 

relationship between religiousness and psychological functioning exists (see Frazier et 

al., 2004). These associations were tested for both measures of psychological functioning, 

the SWLS and the PANAS, independently (see Tables 4 – 7; statistical significance 

indicated by p < .05).  

Simple regression was used to investigate the significance of relationships 

necessary to meet the first and second criteria outlined above. First, the relationship 

between religiousness (predictor) and psychological functioning (outcome) was 

considered. Results indicated a significant relationship between religiousness and 

satisfaction with life, R² = .12, F(1, 74) = 10.13, p < .01, as well as positive affect, R² = 

.08, F(1, 74) = 6.22, p = .015. However, there was no evidence for a significant 

relationship between religiousness and negative affect R² = .00, F(1, 74) = 0.21, p = .65; 
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therefore, the PANAS Negative Affect scale was not used as an outcome measure for 

subsequent meditational analyses.  

Second, the relationships between the predictors and mediators were explored. 

Religiousness (predictor) was found to have a significant relationship with both 

hypothesized mediators. More specifically, religiousness was found to have a significant 

relationship with collaborative religious coping, R² = .36, F(1,74) = 41.08, p < .001, and 

active surrender religious coping, R² = .34, F(1,74) = 38.55, p < .001.  

Third, multiple regression was used to analyze the relationship between the 

mediators and outcome variables once the effects of the predictor/outcome relationship 

were controlled. No significant relationships were found with either of the hypothesized 

mediators (i.e., collaborative religious coping; active surrender religious coping) and the 

psychological functioning scales after controlling for the predictor/outcome relationship. 

More specifically, collaborative religious coping was not found to be significantly 

associated with the satisfaction with life scale (β = -.09, t = -.65, p = .517) nor positive 

affect (β = .06, t = .45, p = .655). Similarly, active surrender religious coping was not 

found to be significantly associated with the satisfaction with life scale (β = -.01, t = -.05, 

p = .958) nor positive affect (β = .13, t = .97, p = .333). Therefore, no support exists for 

the hypothesized mediation relationships in this study. 

Multiple moderating hypotheses were made. As with mediation, the statistical 

analyses to examine whether these moderating relationships existed were conducted 

according to the guidelines set forth by Frazier et al. (2004). First, all continuous 

variables were centered, or standardized into z-scores, to allow for more meaningful 

interpretation of means. Second, a product term was created to represent each interaction 
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expected between predictor and moderator. Third, hierarchical multiple regressions were 

computed to assess the amount of variance accounted by the predictors, moderators, and 

the corresponding interaction terms on the outcome variables. Finally, when a significant 

moderator effect was indicated by a significant increase in the variance of the outcome 

variable by the inclusion of the interaction term, the statistical significance of the 

moderator was further inspected by examining the simple slopes. To safeguard against 

possible Type I error due to multiple analyses, the alpha level was adjusted to be .01 to 

indicate statistical significance.  

To clarify the relationship between God health locus of control and psychological 

functioning, it was hypothesized that collaborative and active surrender religious coping 

would independently moderate this relationship. More specifically, it was believed that 

collaborative religious coping and active surrender religious coping would specify when 

or for whom this relationship exists. These associations were tested for both measures of 

psychological functioning, the SWLS and the PANAS, independently. There were no 

significant interaction effects found of these two religious coping strategies on the 

relationships between God health locus of control and the three measures of 

psychological functioning (see Tables 8 & 9).  

To clarify the relationship between powerful others health locus of control and 

psychological functioning, it was hypothesized that God, internal, and chance health 

locus of control would independently moderate this relationship. These associations were 

tested for both measures of psychological functioning, the SWLS and the PANAS, 

independently. Results of hierarchical multiple regressions did not support the proposed 

moderating roles of God, internal, and chance health locus of control on the relationships 
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between powerful others health locus of control and the three measures of psychological 

functioning (see Tables 10-12).  

Ancillary Associations 

 Additional associations between variables were analyzed using Pearson 

correlations (see Table 3). To safeguard against possible Type I error due to multiple 

analyses, the alpha level was adjusted to be .01 (two-tailed) to indicate statistical 

significance. Several significant relationships were indicated. First, as most likely would 

be expected, satisfaction with life was found to have a significant, positive relationship 

with positive affect and a significant, negative relationship with negative affect. Second, 

three significant relationships were indicated between various religious coping styles. 

More specifically, pleading religious coping had significant, positive associations with 

both passive deferral and active surrender religious coping; whereas, a significant, 

positive relationship was found between active surrender and collaborative religious 

coping. Pleading religious coping was found to have a significant, positive relationship 

with God health locus of control. Finally, the variables “number of people providing 

social support” and “satisfaction with social support received” were both positively 

associated with satisfaction with life; there was no evidence for relationships between 

these social support variables and positive or negative affect. 
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Table 2 

Descriptive Information for Primary Variables 

 M SD α 

Duke Religion Index 

Multidimensional Health Locus of Control 

22.10 4.01 .74 

 

     Internal  18.70 5.83 .70 
    
     Powerful Others 26.06 5.16 .66 

    

     Chance 15.78 6.30 .72 

    
     God 25.90 6.77 .77 
    
RCOPE    

    
     Collaborativea 28.28 (.47) 5.19 (.41) .90 
    
     Active Surrender 
  
     Passive Deferrala    
 
     Pleading                                                                                                                     

15.74 
 

8.82 (2.91) 
 

10.93 

3.92 
 

3.92 (.62) 
 

3.64 

.83 
 

.82 
 

.78 
    

Satisfaction with Life Scale 22.83 7.01 .84 
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Table 2 (Continued) 

Descriptive Information for Primary Variables 

 M SD α 

Positive Affect Negative Affect Scale 

     Positive Affect 

 

32.92 

 

7.61 

 

.86 

     Negative Affect  
 

21.84 7.80 .87 

Note. N = 76.    

 aTransformed scores in parentheses.    
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Table 3 
 

           

Correlations Among All Variables 

 

 Chance PO God Collabab AS PDa Pleading PA NA SWLS DRI 
 

Internal 
  

.16 .16 -.04   .22 -.13   .02   .05 -.05   .03 -.16 -.15 

Chance  
 

 .12 -.05   .21 -.12   .19   .10 -.11 -.02 -.16 -.30+ 

PO     
                                                         

  -.01   .04   .14   .07   .09  .22 -.13   .22   .00 

God 
  

   -.33*   .32*   .35**   .44++  .23   .00   .17   .40++ 

Collabab  
                                                                                            

    -.50++ -.06 -.28+ -.13   .12 -.26* -.60** 

AS 
  

       .03   .30+  .25 -.07   .20   .59** 

PDa 
  

        .31+  .00   .20 -.06   .11 

Pleading 
 

        .12   .26 -.06   .33* 

PA 
 

        -.21   .39++   .28* 

NA 
 

         -.32+ -.05 

SWLS 
 

            .35** 

Note . N = 76; PO = Powerful Others Health Locus of Control; God = God Health Locus of Control; Collab = Collaborative  
 
Religious Coping; AS = Active Surrender Religious Coping; PD = Passive Deferral Religious Coping; PA = Positive Affect;  
 
NA = Negative Affect; SWLS = Satisfaction with Life Scale; DRI = Duke Religion Index.  
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aTransformed scores.    
 
bHigher scores indicate less of this construct. 

* p < .01, one-tailed (directional hypotheses). 
 
** p < .001, one-tailed (directional hypotheses).  

+ p < .01, two-tailed (not hypothesized). 

++ p < .001, two-tailed (not hypothesized). 
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Table 4 

Testing Collaborative Religious Coping as a Mediator of the Association between Religiousness and Psychological 

Functioning as Measured by Satisfaction with Life Scale   

Testing steps in mediation model B SE B β 

Step 1. Satisfaction with Life Scale (Outcome)    

 Regressed on DRI (Predictor)                                                                        .61 .19 .35** 

Step 2. Collaborative Religious Copingab (Mediator)     

 Regressed on DRI (Predictor)  -.06 .01 -.60*** 

Step 3. Satisfaction with Life Scale (Outcome)     

 Regressed on Collaborative Religious Copingab (Mediator)  -1.51 2.32 -.09 

 & DRI (Predictor)  .51 .24 .29* 

Note. N = 76.  

aTransformed scores.    
 
bHigher scores indicate less of this construct. 

* p < .05 

** p < .01 

*** p < .001 
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Table 5 

Testing Collaborative Religious Coping as a Mediator of the Association between Religiousness and Psychological 

Functioning as Measured by Positive Affect   

Testing steps in mediation model B SE B β 

Step 1. Positive Affect (Outcome)    

 Regressed on DRI (Predictor)                                                                        .53 .21 .28* 

Step 2. Collaborative Religious Copingab (Mediator)     

 Regressed on DRI (Predictor)  -.06 .01 -.60*** 

Step 3. Positive Affect (Outcome)     

 Regressed on Collaborative Religious Copingab (Mediator)  1.16 2.58            .06 

 & DRI (Predictor)  .60 .27  .32* 

Note. N = 76.  

aTransformed scores.    
 
bHigher scores indicate less of this construct. 

* p < .05 

** p < .01 

*** p < .001 
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Table 6 

Testing Active Surrender Religious Coping as a Mediator of the Association between Religiousness and Psychological 

Functioning as Measured by Satisfaction with Life Scale  

Testing steps in mediation model B SE B β 

Step 1. Satisfaction with Life Scale (Outcome)    

 Regressed on DRI (Predictor)                                                                        .61 .19 .35** 

Step 2. Active Surrender Religious Coping (Mediator)     

 Regressed on DRI (Predictor)  .57 .09  .59*** 

Step 3. Satisfaction with Life Scale (Outcome)     

 Regressed on Active Surrender Religious Coping (Mediator)  -.01 .24  -.01 

 & DRI (Predictor)  .61 .24 .35* 

Note. N = 76.  

* p < .05 

** p < .01 

*** p < .001 
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Table 7 

Testing Active Surrender Religious Coping as a Mediator of the Association between Religiousness and Psychological 

Functioning as Measured by Positive Affect  

Testing steps in mediation model B SE B β 

Step 1. Positive Affect (Outcome)    

 Regressed on DRI (Predictor)                                                                        .53 .21 .28* 

Step 2. Active Surrender Religious Coping (Mediator)     

 Regressed on DRI (Predictor)  .57 .09  .59***  

Step 3. Positive Affect (Outcome)     

 Regressed on Active Surrender Religious Coping (Mediator)  .26 .27 .13 

 & DRI (Predictor)  .38 .26  .20 

Note. N = 76.  

* p < .05 

** p < .01 

*** p < .001 
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Table 8       

Testing Collaborative Religious Coping as a Moderator of the Association between God Health Locus of Control and 

Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

Satisfaction with Life Scale as Outcome Measure  

1. .077 .077 3.040    

    God Health Locus of Control      .088    .742  

    Collaborative Religious Coping     -.235 -1.969  

2. .097 .020 1.630    

   Collaborative Religious Coping x God Health Locus of    

   Control        -.171 -1.277 

 

Positive Affect as Outcome Measure  

1. .054 .054 2.064    

    God Health Locus of Control      .206 1.704  

    Collaborative Religious Coping    -.057 -.473  
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Table 8 Continued       

Testing Collaborative Religious Coping as a Moderator of the Association between God Health Locus of Control and 

Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

2. .055 .001 .094    

   Collaborative Religious Coping x God Health Locus of    

   Control       .042 .306 

 

Negative Affect as Outcome Measure  

1. .017 .017 .625    

    God Health Locus of Control      .046  .373  

    Collaborative Religious Coping    .138 1.118  

2. .017 .000 .011    

   Collaborative Religious Coping x God Health Locus of    

   Control       -.015 -.106 

 

Note. N = 76; All variables were centered by transforming data into z-scores.   
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Table 9       

Testing Active Surrender Religious Coping as a Moderator of the Association between God Health Locus of Control and 

Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

Satisfaction with Life Scale as Outcome Measure  

1. .051 .051 1.981    

    God Health Locus of Control      .116    .966  

    Active Surrender Religious Coping     .162 1.348  

2. .076 .025 1.934    

   Active Surrender  Religious Coping x God Health   

   Locus of Control        .173 1.391 

 

Positive Affect as Outcome Measure  

1. .087 .087 3.464    

    God Health Locus of Control      .162 1.374  

    Active Surrender Religious Coping     .200 1.698  
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Table 9 Continued 

Testing Active Surrender Religious Coping as a Moderator of the Association between God Health Locus of Control and 

Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

       

2. .090 .003 .232    

   Active Surrender  Religious Coping x God Health   

   Locus of Control        -.060 -.482 

 

Negative Affect as Outcome Measure  

1. .005 .005 .194    

    God Health Locus of Control      .024 .196  

    Active Surrender Religious Coping     -.077 -.622  

2. .011 .005 .394    

   Active Surrender  Religious Coping x God Health   

   Locus of Control       -.081 -.628 

 

Note. N = 76; All variables were centered by transforming data into z-scores.   
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Table 10       

Testing God Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of Control 

and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

Satisfaction with Life Scale as Outcome Measure  

1. .076 .076 2.994    

    Powerful Others Health Locus of Control      .219 1.946  

    God Health Locus of Control      .169 1.500  

2. .104 .028 2.245    

    God Health Locus of Control x  Powerful Others      

    Health Locus of Control         -.171 -1.498 

 

Positive Affect as Outcome Measure  

1. .098 .098 3.970    

    Powerful Others Health Locus of Control      .218  1.960  

    God Internal Health Locus of Control      .227  2.040   
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Table 10 Continued       

Testing God Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of Control 

and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

2. .112 .014 1.100    

    God Health Locus of Control x Powerful Others      

    Health Locus of Control         -.119 -1.049 

 

Negative Affect as Outcome Measure  

1. .018 .018 .669    

    Powerful Others Health Locus of Control      -.134 -1.157  

    God Health Locus of Control      -.001   - .010  

2. .024 .006 .446    

    God Health Locus of Control x Powerful Others      

    Health Locus of Control         -.079 -.668 

 

Note. N = 76; All variables were centered by transforming data into z-scores.   
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Table 11       

Testing Internal Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of 

Control and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

Satisfaction with Life Scale as Outcome Measure  

1. .086 .086    3.449    

    Powerful Others Health Locus of Control      .249  2.201  

    Internal Health Locus of Control      -.200 -1.766  

2. .088 .002 .136    

    Internal Health Locus of Control x Powerful Others      

    Health Locus of Control         -.044  - .369 

 

Positive Affect as Outcome Measure  

1. .054 .054 2.095    

    Powerful Others Health Locus of Control      .230   1.996  

    Internal Health Locus of Control        -.088 - .767  
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Table 11 Continued       

Testing Internal Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of 

Control and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

2. .072 .018 1.383    

    Internal Health Locus of Control x Powerful Others      

    Health Locus of Control         .142  1.176 

 

Negative Affect as Outcome Measure  

1. .020 .020 .756    

    Powerful Others Health Locus of Control      -.142 -1.209  

    Internal Health Locus of Control       .049     .413  

2. .023 .003 .218    

    Internal Health Locus of Control x Powerful Others      

    Health Locus of Control         .058   .467 

 

Note. N = 76; All variables were centered by transforming data into z-scores.   
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Table 12       

Testing Chance Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of 

Control and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change β t 

 

Satisfaction with Life Scale as Outcome Measure  

1. .083 .083    3.285    

    Powerful Others Health Locus of Control      .240  2.125  

    Chance Health Locus of Control      -.189 -1.675  

2. .083 .001 .044    

    Chance Health Locus of Control x Powerful Others      

    Health Locus of Control         .024   .209 

 

Positive Affect as Outcome Measure  

1. .066 .066 2.591    

    Powerful Others Health Locus of Control      .233   2.043  

    Chance Health Locus of Control        -.141  -1.238  
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Table 12 Continued       

Testing Chance Health Locus of Control as a Moderator of the Association between Powerful Others Health Locus of 

Control and Psychological Functioning Using Hierarchical Multiple Regression 

Step and Variable R2 

R2 

Change F Change Β t 

 

2. .105 .039 3.130    

    Chance Health Locus of Control x Powerful Others      

    Health Locus of Control         .197  1.769 

 

Negative Affect as Outcome Measure  

1. .018 .018 .669    

    Powerful Others Health Locus of Control      -.134 -1.149  

    Chance Health Locus of Control       .000     .002  

2. .038 .020 1.509    

    Chance Health Locus of Control x Powerful Others      

    Health Locus of Control         .142   1.228 

 

Note. N = 76; All variables were centered by transforming data into z-scores.   
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CHAPTER IV 

DISCUSSION 

Cancer is the second leading cause of death in the United States (American 

Cancer Society, 2009a) and kills millions of people worldwide each year (World Health 

Organization, 2012). On a micro level, this disease affects the lives of many people either 

through personal battles with cancer, supporting a loved one as he or she fights cancer, or 

grieving a loss after cancer takes a life. As such, it is understandable why the very 

diagnosis of cancer may create a significant crisis for any individual (Andrykowski et al., 

2003; Kendrick & Koenig, 2000; Kreitler, 2003; Lin & Bauer-Wu, 2003). It is important 

to understand the affects of cancer on an individual as well as his or her coping 

experience in order to provide the best possible supportive care. As religion is often 

utilized as a coping resource in health care settings (Harrison et al., 2001), the use of 

religiousness warranted further investigation as to how it may assist cancer patients in 

coping with their cancer experiences.  

Religiousness is a robust, intricate quality that has been found to have positive 

relationships with healthy aspects of psychological functioning and negative relationships 

with unhealthy aspects of psychological functioning (for reviews see Koenig et al., 2001; 

Levin & Chatters, 1998). The purpose of this study was to investigate how individuals 

may use religiousness to assist in coping with cancer diagnosis and/or treatment. More 

specifically, the researcher’s goal was to understand how religiousness, religious coping 

styles, and health locus of control are associated with the affective experiences and 

perceived life satisfaction of cancer patients.  
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 Several relationships hypothesized in the current study between religiousness and 

religious coping styles were supported. More specifically, collaborative, pleading, and 

active surrender religious coping were found to be positively associated with 

religiousness as predicted. Several hypotheses made regarding the relationships between 

religious coping styles and God health locus of control, as related to cancer, were 

supported as well. More specifically, God health locus of control was found to have a 

significant, positive relationship with collaborative, passive deferral, and active surrender 

religious coping. Also as expected, significant, positive relationships were found between 

religiousness and satisfaction with life as well as positive affect. Finally, a significant, 

positive relationship was found between collaborative religious coping and satisfaction 

with life.  

Several relationships hypothesized in this study were not supported. More 

specifically, there was no evidence that passive deferral religious coping was positively 

associated with religiousness. Two of the hypotheses made regarding relationships 

between health locus of control beliefs and religious coping styles were not supported. 

There was no evidence that internal health locus of control was negatively associated 

with passive deferral religious coping, nor was powerful others health locus of control 

found to be positively associated with collaborative religious coping. Several 

relationships predicted among health locus of control beliefs, religious coping, and 

psychological functioning were not supported. There was no evidence that religiousness 

was negatively associated with negative affect. Active surrender religious coping, internal 

health locus of control, and God health locus of control were not found to be associated 

with enhanced psychological functioning (i.e., positively associated with SWL and 
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positive affect; negatively associated with negative affect) within this sample. Similarly, 

pleading religious coping and chance health locus of control were not found to be 

associated with diminished psychological functioning (i.e., negatively associated with 

SWL and positive affect; positively associated with negative affect) within this sample. 

Finally, none of the mediating and moderating relationships hypothesized in this study 

were supported. Neither collaborative religious coping nor active surrender religious 

coping were found to mediate the relationship between religiousness and psychological 

functioning, or moderate the relationship between God health locus of control and 

psychological functioning. Neither God nor internal health locus of control were found to 

moderate the relationship between powerful others health locus of control and 

psychological functioning. Chance health locus of control was not found to moderate the 

relationship between powerful others health locus of control and psychological 

functioning.  

Results of the current study provide further evidence for relationships previously 

reported in the literature for various populations; however, the current study also 

investigated relationships beyond simple associations in an attempt to better explain why 

these relationships exist. Perhaps most importantly, these findings capture coping and 

well-being patterns among cancer patients. This is important due to potential implications 

of these findings. More specifically, a better understanding of these coping and well-

being patterns may inform supportive psychological treatments provided to cancer 

patients, a population that has much stress with which to cope.   

Cancer patients in this study appeared to be religiously active. As previously 

discussed in the Introduction section, coping with physical health problems often 
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encourages a person to seek comfort via religious avenues or to reconnect previous 

religious ties (Siegel et al., 2001). Previous research estimated the rates of religious 

coping within health care settings to range from 42.3% to 86% (Harrison et al., 2001). 

Thus, it was not unusual that cancer patients in this study also reported religious coping; 

however, the current sample reported even greater amounts of religious coping. 

Approximately 96% of participants reported utilizing at least one religious coping 

strategy at least “somewhat.” Though the current study is unable to determine if 

religiousness has increased (or decreased) since the time of diagnosis or over the course 

of treatment, data did suggest that all of the surveyed cancer patients reported some type 

of religious affiliation and most of patients tended to be religiously active.  

Though not directly comparable because of differences in the wording of the 

survey items, the percentage of respondents in this study identifying with a particular 

religious affiliation and identifying as religiously active appear to be somewhat greater 

than the national averages for similar religious inquiries as reported by Gallup (2012b). 

Gallup is a large, global polling institution that tracks changes in opinion over time. On 

average, Gallup collects data from 1,000 Americans on a daily basis to comprise large 

sample sizes for identification of attitudinal patterns, including those about religion 

(Gallup, 2012a). Utilizing data collected through 2011 Gallup (2012b) found that 54% of 

Americans reported attending church at least once a month. This is lower than the 

reported 66% in the current sample who reported attending religious services “at least a 

few times a month.” As Gallup attempts to collect data representative of the American 

“national adult” 18 years of age and older (Gallup, 2012a), it may be assumed that many 

of their participants are physically healthy; whereas, many cancer patients experience 
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pain and physical discomfort, which may negatively influence their ability to attend 

religious services regardless of their desire to attend (Andrykowski et al., 2003; Kilbourn 

& Durning, 2006). Therefore, one might postulate that the percentage of religious service 

attendance for this sample may be even higher than 66% should the current participants 

be in better physical health.  

Gallup (2012b) also reported that 81% of American adults believe religion is 

important in their lives. This appears somewhat lower to the 92% of participants in this 

sample who described religiousness as “what really lies behind [their] whole approach to 

life” on the DRI. Furthermore, Gallup (2012b) found that 75% of Americans identified as 

Christian (i.e., Protestant, Catholic, or Christian non-specific), which is lower than the 

90% of participants who identified themselves as Christian in the current sample. The 

increased level of religious attitudes and behaviors in this sample may make sense when 

considering the general religious activity level of the geographical region. More 

specifically, Gallup analyst Frank Newport (2012) identified the state of Texas as having 

an “above average” level of religiousness, although not among the top ten most religious 

states in the USA, based on survey data. In summary, the results in this dissertation 

research indicate that religion, Christianity in particular, tends to be important to cancer 

patients in this part of the country.  

As with other groups (e.g., hospitalized patients, long-term care patients; Harrison 

et al., 2001), cancer patients in this study not only identified as religious but utilized their 

religious beliefs to assist in coping with the diagnosis and/or treatment of their cancer. 

This study found that as reported level of religiousness increased so did the endorsement 

of collaborative, active surrender, and pleading religious coping styles. These findings are 
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similar to previous studies that have also found positive associations between 

religiousness and the collaborative, active surrender, or pleading religious coping (Moore 

& Cook, 2008; Pargament et al., 1988; Pargament et al., 2000; Watson et al., 1995; 

Wong-McDonald & Gorsuch, 2000).  These associations indicate that cancer patients in 

this study who are more religious, compared to patients who are less religious, utilized 

their religiousness more frequently to cope with their cancer in a variety of ways, i.e., 

working together with God as a partner, pleading for intervention, or intentionally 

surrendering their wills to God in exchange for God’s sovereignty.  

Ancillary analysis also identified patterns among religious coping styles. More 

specifically, the collaborative religious coping strategy was positively associated with 

active religious surrender; whereas, the pleading religious coping style was positively 

associated with passive deferral and active religious surrender. Though no causal 

inferences can be made from these analyses, it is worthwhile to consider what these 

relationships might mean for the coping patterns of this sample. The correlations between 

these coping styles indicate two major types of coping approaches. There are numerous 

theories about coping dimensions (for a review see Folkman & Moskowitz, 2004); the 

pattern of correlations among religious coping styles in this study provide further 

evidence for one particular broad coping dimension: the approach/avoidance approach 

(Bade & Cook, 2008; Gol & Cook, 2004; Suls & Fletcher, 1985). Collaborative religious 

coping may be seen as an approach-oriented coping style; whereas, pleading and passive 

deferral types of religious coping may be seen as an avoidant-oriented coping style. 

Active religious surrender coping strategies could be associated with either of the 

approach or avoidant coping dimensions. Active religious surrender is defined as an 
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active style as one must purposefully relent one’s will in exchange for God’s will (Wong-

McDonald & Gorsuch, 2000). Therefore, participants may have interpreted questions 

about active religious surrender to be an approach-oriented style focusing on the active 

submission of one’s will. However, it may be possible that some participants interpreted 

questions about active religious surrender as a more avoidant style due to the absence of 

thoughtful planning and execution of coping plans once God’s will is accepted. This 

possible difference in interpretation may explain why active religious surrender may be 

associated with both approach and avoidant coping approaches.  

Should the approach-avoidance dimension underlie coping strategies that are 

specifically religious (and evidence indicates it does when people describe using prayer 

as a coping strategy; Bade & Cook, 2008), the next issue to consider is why a patient 

would gravitate toward either end of this dimension. There are numerous variables that 

may influence the coping styles of cancer patients (e.g., personality types, current 

emotional state, successes or failures of past coping experiences, etc.; Lazarus & 

Folkman, 1984). One of these variables may be that the stressors associated with a 

particular stage may influence the use of a particular coping approach. For example, a 

patient in crisis after her initial diagnosis may be unable to create a more active coping 

plan (approach-oriented coping) and instead passively cope by pleading with God 

(avoidant-oriented coping); whereas, months later after having time to reflect on her 

circumstances and being educated on her disease, treatment, and prognosis, she may feel 

better able to develop a more active coping approach. This varying influence of different 

stages in the coping process was demonstrated by Folkman and Lazarus (1985) in a 

classic study of the emotional experiences and coping behaviors in college students at 
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three separate points during a stressful experience (i.e., midterm examinations). Results 

indicated that participants implemented different coping strategies and experienced 

changes in emotions during various stages of the coping process with the same stressor. 

Folkman and Lazarus’s (1985) findings indicated that one’s coping and emotional 

experience is a fluid, adaptable process that cannot fully be understood at one particular 

point in time. At the present time, these ideas are conjecture as related to cancer patients. 

Further research is needed to test these hypotheses related to patterns of approach and 

avoidant coping within the cancer patient population.  

Results also indicated relationships between God health locus of control and 

religious coping styles. As predicted, cancer patients in this sample who reported a belief 

that God is able to influence their cancer-related health circumstances (i.e., God health 

locus of control) tended to cope by partnering with God (collaborative religious coping), 

choosing to ignore the problem believing that God will assist (passive deferral religious 

coping), and making a conscious effort to “step aside” allowing God to control the 

situation (active surrender religious coping). These associations have been found 

previously (Moore & Cook, 2008; Pargament, Smith, Koenig, & Perez, 1998; Wong-

McDonald & Gorsuch, 2004). Though not anticipated, ancillary analysis also found that 

cancer patients in this study who reported a belief that God is able to influence their 

cancer-related health circumstances tended to cope by pleading for God to intervene. 

These identified relationships between God health locus of control and other variables 

make logical sense, because cancer patients would need to believe God was able to alter 

their cancer circumstances in order for these coping styles to be successful. In other 

words, partnering with, surrendering one’s will to, waiting on assistance from, or 
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pleading with a God whom one believes cannot help or improve his or her cancer 

circumstances would appear to add frustration and fear rather than enhance coping. Other 

relationships found between religious coping and health locus of control in this study 

were more puzzling.  

The current sample reported relatively high use of the collaborative religious 

coping style as compared to a “normal” curve. In fact, the current sample utilized the 

collaborative religious coping strategy to such an extent that data transformations were 

necessary to correct for negative skewness and positive kurtosis within the collaborative 

religious coping subscale. As such, one may also expect to find similarly high 

endorsement of both the internal and God health locus of control as both would be 

needed to form a strong partnership capable of altering health circumstances. Yet, as a 

whole, the current sample reported “slight disagreement” that they themselves were able 

to alter their health circumstances or outcomes (i.e., internal health locus of control). 

Also, no relationship between collaborative religious coping and internal health locus of 

control was found. One possible explanation for the absence of this logical association 

between collaborative religious coping and both internal and God health locus of control 

may involve a different coping focus other than physical health outcomes. More 

specifically, perhaps rather than utilizing a collaborative religious coping style to affect 

physical health outcomes participants are engaging in a partnership with God to assist 

with another coping goal (e.g., managing one’s reaction to a cancer diagnosis and/or 

treatment). This finding prompts new research questions regarding the coping experience 

of cancer patients. For example, is altering physical health outcomes the most important 
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coping focus? If not, what are other issues within the cancer experience with which 

patients are collaboratively coping?  

One possibility may be that cancer patients view the cancer experience as an 

opportunity for spiritual growth and renewal of their faith (Denney, Aten, & Leavell, 

2011; Pargament et al., 2005). Spiritual growth after a cancer diagnosis is a small 

research area that is expanding, perhaps in response to a call for the inclusion of spiritual 

outcomes with health-related research (Pargament, 2002). A recent, qualitative study by 

Denney and colleagues (2011) considered how the cancer experience may be associated 

with spiritual growth. Results indicated that spiritual growth was evident in their 13-

member sample of cancer survivors. More specifically, participants acknowledged the 

use of the active surrender not only as a religious coping style but as a “catalyst” for their 

spiritual growth (Denny et al., 2011, p. 378). Results indicated that participants 

experienced an increase of God health locus of control, which also contributed, among 

other variables, to their spiritual growth. One participant was quoted saying, “[It is 

salient] to be able to have enough faith to believe that God could work it out even when 

the doctors couldn’t” (Denny et al., 2011, p. 378). These findings suggest that spiritual 

growth may very well be a goal of cancer patients, and provides a possible explanation 

for the coping focus of our sample as well. Though simply conjecture, the report of 

heightened God health locus of control and possible decrease of powerful others health 

locus of control, as alluded to in the above quote, may also provide speculation as to why 

powerful others health locus of control was not found to be significant in the 

hypothesized relationships with psychological functioning as predicted in the current 

study. In other words, if spiritual growth is a more important coping focus than physical 
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or mental health outcomes, then it seems logical that these participants would report 

relatively higher levels of God health locus of control and relatively lower levels of 

powerful others health locus of control. Future studies are needed to continue research on 

this hypothesis regarding spiritual growth following cancer diagnosis, and would need to 

develop an effective method for measuring the value one places on spiritual outcomes 

versus physical and mental health outcomes. Additionally, future studies are needed to 

continue research on other possible coping goals of cancer patients that go beyond 

exploring coping with cancer as a disease to exploring coping with other various aspects 

of the overall “cancer coping experience” (e.g., reactions to diagnosis, emotional 

experiences to the disease, emotional experiences with family reactions to 

diagnosis/treatment, financial strain, personal growth, etc.). 

Additionally, responses from the current sample indicate that religiousness is 

associated with enhanced well-being. More specifically, cancer patients in this study who 

reported greater religiousness tended to experience more life satisfaction and greater 

positive affect than less religious cancer patients in this sample. Similarly, cancer patients 

in this sample who reported coping via a partnership with God also reported more 

satisfaction with their lives (although not correlated with positive affect). These findings 

are similar to previous studies documenting positive relationships among religiousness, 

religious coping strategies, and healthy psychological functioning (Koenig et al., 2001; 

Levin & Chatters, 1998; Pargament et al., 1988; Pargament et al., 2000; Watson et al., 

1995; Wong-McDonald & Gorsuch, 2004). Though the preponderance of the evidence 

reported in the literature suggest positive relationships between religious coping styles 

and well-being, the relationships between various religious coping styles and well-being 
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are not consistently found. The current study was unable to provide further support for 

the positive associations among other religious coping styles (e.g., active religious 

surrender) and satisfaction with life or positive affect. Thus, the mechanisms of why 

religiousness and religious coping tend to have significant, positive relationships with 

well-being are still somewhat unclear. This study also hypothesized that religiousness and 

several religious coping strategies would be negatively associated with negative affect, as 

suggested by previous literature (for reviews see Koenig et al., 2001; Levin & Chatters, 

1998). However, these hypotheses were not supported. It would be helpful to further 

explore the lack of associations between religious coping and negative affect in this 

population.  

The researcher decided to measure well-being and distress separately. This 

decision was based on the assumption that these two concepts are unique and 

independent of one another. In other words, well-being is not simply the absence of 

distress nor is distress simply the absence of well-being (Keyes, 2007). Rather, well-

being and distress are often related yet distinctive variables and should be measured as 

such. The current study used the PANAS for measurement of well-being (positive affect) 

and distress (negative affect). More specifically, the Positive Affect scale depicts one’s 

level of enthusiasm, alertness, and activity; whereas, the Negative Affect scale depicts 

one’s level of distress and aversive mood states. Though both of these scales had 

respectable internal consistency (Cronbach alpha coefficient’s greater than .85 for both 

scales), it is possible that this scale may not have been the best measure of true distress 

among cancer patients. Recent studies have been completed in an attempt to develop a 

distress measure specific to the needs of cancer patients as current measures may fall 
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short (Cull, et al., 2001; Smith, et al., 2007). If the Negative Affect scale was indeed 

effective at measuring distress, however, then the lack of findings may provide useful 

information regarding the relationship between religiousness, religious coping, well-

being, and distress. More specifically, it may be that religiousness and religious coping 

enhance a cancer patient’s experience of well-being but do not necessarily help them feel 

“less bad,” psychologically speaking, by diminishing negative affect. These thoughts may 

provide directions for future studies that may continue to explain the relationship between 

religiousness and well-being.  

Interestingly, several relationships that were well-supported in the previous 

literature were not supported in the current sample. These relationships were crucial to 

analyzing hypothesized mediating and moderating relationships, none of which were 

found to be significant. Potential reasons for the lack of significant findings will be 

discussed in the study limitations subsection. However, it is also possible that these 

relationships simply did not exist. 

Experts at the recent Gallup Religion, Health, and Well-being summit suggested a 

different moderator from those suggested in the current study, namely religious social 

support, (Gallup, 2012c), and make a bold claim that this is in fact the only true 

moderator for the relationship between religiousness and well-being for Americans. After 

highlighting the consistent finding that religious Americans tend to report greater well-

being and overall happiness than non-religious Americans, experts provided information 

regarding why this may be true. In particular, Dr. Chaeyoon Lim theorized that the 

relationship between religiousness and well-being is moderated by one variable: religious 

social support. He further elaborated that social support in general (e.g., bowling leagues, 
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co-workers) did not have the same influence on well-being as did religious social support, 

indicating something unique about the support provided by a religious friend. In fact, Dr. 

Lim suggested that when religious social support is controlled, all religiously-oriented 

predictors of well-being become insignificant.  

This dissertation study measured social support; however, the measurement was a 

relatively simplistic, two-item measure. Though results indicated that cancer patients in 

this sample generally were satisfied with support offered, this study did not differentiate 

between religious and non-religious social support. Therefore, the researcher was unable 

to investigate the claim that religious social support is the true moderator for the 

relationship between religiousness and well-being utilizing the current data. Nevertheless, 

the hypothesis indicated by this claim is interesting and warrants further investigation. 

Furthermore, should future research support the theory that religious social support is the 

true moderator of the relationship between religiousness and well-being, this finding may 

very well influence interpretations of past research findings that do not account for 

religious social support as well as the current mindsets of religious researchers.  

It is important to consider the “real world” implications the results of this 

dissertation study have for cancer patients. The results are particularly important for 

mental health professionals, religious counselors, and medical staff in a position to offer 

support to cancer patients. Based upon the suggested importance of religiousness to 

cancer patients in this study, helping professionals need to be prepared to encounter 

religious issues with cancer patients as this may be brought up in conversation. This may 

be especially true for helping professionals who work in more religiously active areas, 

such as West Texas and the surrounding region of the current study. Patients in more 
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religious areas may be more likely to seek religious support because they are more 

familiar with the relatively large number of religious resources available in the 

community. Furthermore, since religiousness and religious coping have been associated 

with well-being in this study, it can be argued that it would be beneficial for helping 

professionals to initiate conversations with cancer patients about religious issues. The 

initiation of a conversation related to religious issues by a helping profession may also 

assist in creating a comfortable environment for discussions of this topic that has often 

been considered “politically incorrect” to discuss. Thus, professionals should be well-

versed regarding the various types of religious coping and how they may be associated 

with relevant patient outcomes. This knowledge would augment current supportive 

efforts of helping professionals by allowing them to provide education about the possible 

benefits of religious coping and to explore the goodness of fit of various religious coping 

styles for a particular patient. However, it is likely that some professionals will lack 

expertise or be uncomfortable discussing religious issues. Further education may be 

essential to increase comfort level and expertise when dealing with religious issues with 

these patients.   

For some individuals, religion has been seen as a “hands off” topic in healthcare 

settings, since religion, similar to politics, should not be openly discussed. This may be 

especially true of psychologists (Fontana, 2003). Nevertheless, results of this study 

indicate that religion is often important to cancer patients, and thus, should not be 

ignored. Therefore, education on how to approach the topic of religion, how to respond to 

religious issues as they arise, and where to refer cancer patients for further counsel 

regarding religious issues may be beneficial to those working with cancer patients. One 
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possibility of how to provide this education would to be to include religious experts 

during medical teaching seminars (e.g., Grand Rounds) in order to provide tips and to 

reduce anxiety associated with the discussion of religious issues. Another method of 

providing education would be to encourage professionals to take advantage of religion-

related presentations at conferences or continuing education talks. This exposure to 

religious information may alleviate discomfort associated with discussing religious 

issues, thus paving the way for more validating and helpful conversations with cancer 

patients. 

 There are several study limitations which may have contributed to the lack of 

significant findings within the current study. First, power may have been limited for some 

analyses. A power analysis was conducted prior to data collection based upon a 

significance criterion of .05 and an anticipated medium population effect size. Results 

indicated that a sample size of 76 participants was needed to provide ample power to 

analyze the proposed hypotheses. However, after the conclusion of data collection, it was 

decided that the significance criterion should be reduced to .01 when analyzing Pearson 

correlations among all primary variables in order to safeguard against Type I error due to 

multiple analyses. However, lowering the alpha level to safeguard against possible Type I 

errors came at the cost of raising the possibility of committing a Type II error. 

Conducting correlational analysis with the current sample of 76 participants, reduced our 

power below the standard medium effect size initially used. Thus, it may have been more 

difficult to detect existing correlational relationships within the current data. In fact, 

several of the hypothesized relationships would have been significant had the 

significance criterion been .05. Therefore, a larger sample size may have provided more 
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power to detect these relationships at the .01 significance criterion. Even so, a sample 

size of 76 is a respectable number with this particular population as data collection tends 

to be slow due to the significant physical symptoms and emotional distress experienced 

by cancer patients. Results of a power analyses with a significance criterion of .01 and an 

anticipated medium population effect size suggest a sample size of 125 is needed to have 

ample power, which would have taken several more months of data collection, at a 

minimum, to obtain. It should be noted, however, that the significance criterion for all 

mediating hypotheses were conducted utilizing a significance criterion of .05; therefore, 

power for testing these associations should not have been limited due to sample size.  

Another potential issue to consider with the power associated with the moderating 

hypotheses is the reliability of the outcome measures. Based on the original work by 

Russell and Bobko (1992), Frazier et al. (2004) suggested that the outcome variable 

needs “as many response options as the product of the response options of the predictor 

and moderator variables” (p. 119). For example, the current study hypothesized that the 

relationship between God health locus of control and psychological functioning (e.g., 

satisfaction with life) would be moderated by active surrender religious coping. 

According to Russell and Bobko (1992) and Frazier et al. (2004), the outcome measure, 

here SWLS, needs to have an equal amount of response options to the product of the 

number of response options for the God Health Locus of Control Scale (i.e., six) and the 

number of response options for the Active Religious Surrender Scale (i.e., four). In other 

words, in order to have sufficient power for detecting a moderating effect in this 

predicted relationship, the SWLS should have 24 response options, a large contrast to the 

provided seven. The authors acknowledged that few scales actually offer such a large 
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number of response options and suggested that researchers allow participants to mark 

responses using a computer program that allows one to click upon a line anchored with 

the terminal ends of the response option scale. In theory, this response style allows for 

numerous response options and thus provides the necessary power for detecting a 

moderating relationship. This technique was not utilized in the current study due to 

concerns regarding psychometric properties. Both outcome measures utilized in this 

study, SWLS and PANAS, are robust measures with scores that have evidenced good 

reliability and validity. Changing the response options from seven to 24 or to a “mark the 

line” response scale may alter reliability and validity statistics (though Russell and Bobko 

(1992) disagreed with this). Therefore, such a strategy would need to be investigated 

prior to using it for predicting relationships in research.  

Another limitation in this dissertation study involves restricted generalizability. 

As previously discussed in the implications of results section, demographics of the 

current sample indicated that participants tended to be religious, predominantly Christian 

individuals, which makes it questionable to generalize the results of this study to patients 

of non-Christian beliefs. Moreover, this sample endorsed a greater amount of 

religiousness than did a similar cancer patient sample (Sherman et al., 2000), as well as 

endorsed a greater amount of collaborative religious coping than that expected by the 

“normal curve.”  The current sample also reported less life satisfaction (Hebert et al., 

2009) and greater negative affect (Cole et al., 2008) than did comparative cancer patient 

samples. Combined, these characteristics may suggest that the current sample is a unique 

subgroup within the greater cancer patient population.  
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One consideration for the differing religious and well-being levels of the current 

and comparative samples is the potential cohesiveness of coping experiences for the 

participants at the time of data collection. All of the participants in the current study were 

actively receiving infusions (e.g., chemotherapy); whereas, cancer patients in the 

comparative studies were not necessarily receiving treatment. In one study (Hebert et al., 

2009) some participants were approximately one month away from receiving treatment. 

As such, there may be something distinctive about receiving an invasive treatment, like 

chemotherapy, that influences the cancer patient’s coping experience. For example, 

cancer patients receiving chemotherapy are likely to have had at least some time since 

diagnosis to allow for adjustment to this life change, education about one’s 

disease/prognosis, implementation of social support, etc. On the other hand, cancer 

patients receiving chemotherapy are often coping with issues specifically associated with 

this invasive, time-consuming treatment, e.g., sickness from side effects, financial 

struggle from missing work due to treatment, emotional distress, etc. Therefore, the 

findings of this study would be best generalized to religious, Christian cancer patients 

who are currently undergoing infusion treatments.  

Another consideration for generalizability involves the geographical location. As 

mentioned in the procedure section, data was collected in the Southwest Cancer 

Treatment and Research Center in Lubbock, Texas. Lubbock, Texas is an urban city with 

a population estimate close to 230,000 people according to the 2010 census (U.S. Census 

Bureau, 2010); however, the surrounding region is considered rural. As such, the city of 

Lubbock attracts rural individuals from greater West Texas as well as Eastern New 

Mexico who are in need of resources (e.g., medical care) not otherwise available to them. 
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Though the current sample was not queried about their specific city, town, or area of 

origin, it is certain that many participants were of rural origin, and anecdotal data from 

casual conversations between the researcher and participants suggests the same. Thus, the 

current sample was created with a blend of patients with both urban and rural origins. 

This is important in light of recent research investigating the effects of cultural 

differences of rural and urban breast cancer patients on health locus of control beliefs and 

psychological adjustment.  

Specifically, Bettencourt, Talley, Molix, Schlegel, and Westgate (2008) found 

that rural and urban Missouri breast cancer patients reported different health locus of 

control beliefs and experienced different levels of well-being associated with these 

beliefs. For example, rural patients who reported greater beliefs in powerful others health 

locus of control also reported lower levels of depression and higher levels of life 

satisfaction; however, the opposite was true for urban patients. Urban patients who 

reported greater beliefs in powerful others health locus of control reported higher level of 

depression and lower levels of life satisfaction. There was no relationship between 

chance health locus of control and well-being for rural individuals; however, urban 

cancer patients who reporter greater beliefs in chance health locus of control also 

reported greater levels of depression and lower levels of life satisfaction. Internal health 

locus of control was the only belief found to be positively associated with well-being for 

both rural and urban patients. Results of Bettencourt et al. (2008) suggest that the 

experiences of rural and urban cancer patients should not be assumed similar. Though the 

heterogeneous nature of the current study allows for generalizability to both groups, it is 

also possible that the sample heterogeneity served as a threat to statistical conclusion 
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validity.  Thus, the blend of patients from both rural and urban cultures, with various 

beliefs and possible differing well-being outcomes associated with these beliefs, may 

have impeded the current study from finding relationships as predicted. Furthermore, it is 

feasible that rural versus urban culture may moderate the relationships between religious 

coping styles and psychological functioning as it did for health locus of control and well-

being in Bettencourt et al. (2008). It would be advisable for future studies investigating 

well-being, religious coping strategies, and health locus of control beliefs to consider the 

influence of rural and urban culture. Hopefully, using this cultural distinction as a 

covariate or moderating variable will improve our understanding of hypothesized 

relationships within these two differing populations as well as increase our ability to 

effectively generalize the results to these populations.  

Another limitation to note is the cross-sectional research design used in this study. 

Collecting data from a cancer patient population typically means recruiting individuals 

who are not feeling well and who may be experiencing mental and emotional distress. 

Great care was used to limit the length and complexity of the survey; thus, a one-time, 

brief survey method rather than a more complex, longitudinal method was utilized. 

Therefore, though this study allowed for examination of many relationships that provide 

useful information about people's experience with an important health issue, it is unable 

to provide causal implications of findings due to a lack of experimentation.  

Additionally, when considering the dynamic nature of religious coping (Folkman 

& Lazarus, 1985), this cross-sectional design may lack a full perspective of one’s 

religious coping experience. Concerning the current study, participants were coping at 

differing stages of their cancer experience. Furthermore, survival statistics vary greatly 
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for the various types of cancer represented in the sample. This relatively heterogeneous 

nature of the sample allows for generalizability to cancer patients of all diagnoses by 

increasing external validity; however, it also serves as a threat to statistical conclusion 

validity. Involving cancer patients coping with a variety of diagnoses with diverse 

treatment options/anticipated outcomes may impede discovery of present relationships 

due to variability in their coping experiences at the time of data collection. In other 

words, predicted relationships may exist (or not exist) during one stage of coping only to 

evolve (or initiate) during later stages. It is also possible that predicted relationships exist 

for patients coping with specific types of cancer but not for others, as treatment and 

recovery paths differ greatly. The researcher attempted to minimize the possible effects 

of utilizing data from cancer patients with various diagnoses and stages of treatment by 

only collecting data in the infusion area of the hospital. The logic behind this decision 

was that those receiving infusions, such as chemotherapy, had a higher likelihood to be 

actively treating their cancer rather than receiving other treatments (e.g., palliative care; 

hospice) or not treating their cancer by any medical means. Nevertheless, the current 

study method could not control for all variations in treatment or expected outcomes from 

treatment (e.g., curative; extension of life by weakening the disease). These variations 

may have influenced religious coping behaviors and health locus of control orientations.   

Two studies published since the beginning of this dissertation research have done 

preliminary work to investigate changes in coping and well-being across the duration of 

one’s cancer coping experience. Gall, Guirguis-Younger, Charbonneau, and Florack 

(2009) and Thuné-Boyle, Stygall, Keshtgar, Davidson, and Newman (2011) conducted 

longitudinal studies to investigate the trajectory of religious coping of breast cancer 
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patients. Results indicated that the use of religious coping styles varied across time (Gall, 

et al., 2009; Thuné-Boyle, et al., 2011) with unique patterns (Gall, et al., 2009). For 

example, Gall, et al. (2009) found that the use of an active religious surrender style 

increased one week before surgery followed by a steady decline; whereas, use of a 

collaborative religious coping style exhibited no significant changes across time. Other 

coping styles, such as religious focus (a coping style in which one uses religious activities 

to distract oneself from a stressor), demonstrated a “zig-zag” pattern from reported 

increase and decline of use at various points. Thus, though more research is needed to 

investigate coping patterns exclusive to specific types of cancer groups, the Gall et al. 

(2009) and Thuné-Boyle et al. (2011) studies are an excellent beginning to a longer 

research journey needed to answer the aforementioned research question of how 

relationships among religiousness, religious coping, health locus of control, and 

psychological functioning vary for patients diagnosed with specific types of cancer as 

well as across the stages of the coping with cancer experience.  

Finally, measurement issues with the powerful others health locus of control scale 

may have obstructed the discovery of relationships in many of the hypotheses. More 

specifically, analysis indicated relatively low internal consistency (Cronbach’s alpha = 

.66) for this scale. This questionable reliability raises question to the scale’s ability to 

assess consistently the belief that an important person (e.g., doctor; family) controls one’s 

health outcomes. To investigate this low internal consistency value, post hoc internal 

consistency scores were analyzed for the two powerful others subscales (i.e., Powerful 

Others–Other People, Powerful Others-Doctors). Results indicate a slightly more 

favorable internal consistency score for the Powerful Others – Other People subscale 
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scores (Cronbach’s alpha = .71) than the Powerful Others scale in its entirety; whereas, 

an unacceptable internal consistency score was obtained for the Powerful Others – 

Doctors subscale scores (Cronbach’s alpha = .26). After further post hoc evaluation, it 

appears as though the negative skewness and positive kurtosis of one question on the 

Powerful Others – Doctors subscale in particular (i.e., “Whenever my cancer worsens, I 

should consult a medically trained professional.”) may have influenced the scales internal 

consistency score as over 76% of participants responded “strongly agree.” Moreover, 

because of naturally occurring measurement error, a correlation between scale scores is 

already a lower estimation of the true relationship which exists between the two actual 

constructs (Heppner, Kivlighan, & Wampold, 1999). Taken together, the questionable 

internal consistency of the Powerful Others Health Locus of Control scale and the 

corresponding attenuation of correlations possibly impeded the ability of this study to 

capture the hypothesized moderating relationships involving the Powerful Others Health 

Locus of Control scale, if such relationships actually exist. Therefore, not only should 

results with this scale be interpreted with caution in this study, one could argue that the 

lack of findings needs to be interpreted with caution. However, to date the 

Multidimensional Health Locus of Control Scale is the only measure developed to 

capture health locus of control beliefs in a multidimensional fashion. Therefore, these 

concerns with internal consistency for the Powerful Others scale may be an issue for 

future researchers who desire to investigate health locus of control in a cancer patient 

population as well.  

 “Religiousness is too rich and too complex to be captured by easy formulas or 

simple summaries” (Pargament, 2002, p.178). From this perspective, any study that 
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supports known relationships or suggests new associations is adding to this intricate area 

of study. The current study added to the existing literature by providing further evidence 

for several relationships between religiousness, religious coping styles, health locus of 

control, and psychological functioning as well as replicating these relationships within a 

cancer patient population. This study also provided valuable information to mental health 

professionals, religious counselors, and medical staff in a position to offer support or 

therapy to cancer patients. More specifically, results of this study will inform therapeutic 

efforts for cancer patients who wish to use religiousness as a coping strategy. Proper 

support of cancer patients is important not only for the welfare of the patients but also to 

decrease overall medical costs. Balboni, et al. (2011) suggested a significant difference 

between the cost of end-of-life care for cancer patients who report being satisfied with the 

spiritual support received from medical staff versus patients who report being unsatisfied 

with the level of spiritual support received by medical staff. This was especially true for 

ethnic minorities and patients who reported greater use of religious coping. These groups 

spent more time in the intensive care unit (ICU), had increased numbers of patient deaths 

while in the ICU, and received less hospice care (a lower cost treatment approach) when 

their religious (or spiritual) needs were not satisfactorily met (Balboni et al., 2011).   

Overall, these findings illuminate how religiousness may be used to assist in 

coping with cancer, and thus further inform current practices for how to better assist 

cancer patients in coping with their illness and treatment. The current study did not 

support the potential mediating and moderating relationships hypothesized from theory 

based upon previous results found in the literature. However, as explained previously, 

issues specific to this sample, such as cultural influences from urban versus rural 
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communities, as well as power limitations and measurement errors may have contributed 

to the lack of significant findings. Nevertheless, when considering the current results, the 

author was able to note several new, exciting research opportunities for future endeavors 

which will continue building knowledge of religious coping and perhaps strengthen 

investigations of the current hypotheses.   

As the rate of cancer diagnosis continues to rise, so will the need for 

psychotherapy and supportive treatments to assist cancer patients in coping with this 

distressing, life-altering disease. Moreover, with the millions of patients currently 

receiving treatments for cancer, it is imperative that supportive therapy be available and 

providers be well-versed in research results so that they may tailor treatment for each 

individual patient based upon their needs and beliefs. Working together, psychological 

research and the psychotherapy providers may lessen the negative effects of cancer 

diagnosis and treatments on well-being for cancer patients, until the time comes when 

biological science and medical treatment are able to elevate this prolific, menacing 

disease from humanity.  
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APPENDIX A 

The Associations Among Religiousness, Religious Coping, Health Locus of Control,  

Psychological Functioning and Physical Health Problems 

Religiousness 

Religion is important to cultures around the world. The effect of religious beliefs 

and practices can be seen through the foundation of government, marriage, rituals, 

festivals, and holidays. In the United States of America, religion remains an important 

aspect of life for many citizens. According to Gallup (2012b), 55% of respondents 

reported that religion was currently “very important” in their life. Additionally, 92% of 

respondents reported a belief in God or a higher power.  

For many people, religion is a prominent aspect of their identity and behavior 

(Pargament et al., 2005). Therefore, the influence of religion in the lives of many people 

should be a subject of interest for psychologists. However, this is not always the case. 

Fontana (2003) identified four main reasons why psychology tends to neglect the area of 

religion: (1) religion seems to be contrary to science, (2) at times, religious principles or 

leaders oppose scientific thought, (3) time constraints limit the study of areas outside of 

one’s specialization, and (4) methodological problems in research, such as single item 

measures, do not adequately capture religious constructs and relationships. Furthermore, 

some individuals in the psychological community believe religion is simply a defense 

mechanism that promotes avoidance and denial of problems. Yet, Pargament et al. (2005) 

explained that religion is more than a means to escape reality; instead, religion offers a 

reinterpretation of life events. This reinterpretation allows a religious individual to see an 

opportunity for spiritual growth, to be taught a lesson, or to feel part of a meaningful plan 
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larger than the self. Thus, one uses his or her religious beliefs to assign meaning to and 

cope with events and situations that occur in life (Harrison et al., 2001; Pargament, 1997). 

Pargament (1997) defined religion as “a search for significance in ways related to 

the sacred” (p. 32). He explained that this definition emphasizes an active search for the 

understanding of holiness which may be achieved through numerous pathways including 

cognition, behavior, interpretation, and emotions (Pargament, 2002). Thus, religion is a 

dynamic, multidimensional construct that may be personalized by the religious individual 

and evolve over time (Pargament, 2002).This individualization of religion allows for 

variations in the level of integration and the usage of religiousness within one’s life. The 

purpose of this literature review is to offer a summary of historical and recent research on 

religiousness. More specifically, this review will focus on the interactions between 

religiousness, religious coping, locus of control, mental health, and physical health 

outcomes. It should be noted that much of the research included in this review was 

conducted using North American, Christian or monotheism samples. This should be 

considered prior to interpreting results for other national and religious populations.   

Research has enhanced the understanding of religious integration by identifying 

religious orientations. More specifically, religious orientations describe how one may 

personally embrace religion. Classic work by Gordon Allport began this classification 

with his conceptualization of extrinsic and intrinsic religiousness orientations. Allport 

and Ross (1967) stated: “[T]he briefest way to characterize the two poles of subjective 

religion is to say that the extrinsically motivated person used his religion, whereas the 

intrinsically motivated lives his religion” (p. 434). An extrinsically religious individual 

may identify more with a utilitarian style of religion in which he or she maintains 
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religiousness in order to access benefits such as security or social connectedness. An 

intrinsically religious individual tends to use religion more as a guiding principle for life. 

Batson (1976) introduced a third type of religious orientation called quest. The quest 

orientation describes an individual who is seeking answers to existential questions 

through religion. This person tends to resist previously formulated answers and may 

believe that they will never comprehend truth in its entirety (Batson & Schoenrade, 

1991). These religious orientations allow for a more parsimonious understanding of 

religion and have been used in numerous research studies. Although previous research 

used these orientations as classifications, it should be noted that more recent research 

views religious orientations as separate dimensions on which an individual may vary. In 

other words, a religious person may possess qualities of more than one religious 

orientation.  

Within the religious literature the term spirituality is often used interchangeably 

with religiousness. Unfortunately, these terms are used inconsistently and there is debate 

about whether these two terms are synonymous (Zinnbauer et al., 1997). Zinnbauer and 

colleagues (1997) set out to identify how individuals defined the terms religiousness and 

spirituality in order to clarify these related concepts. Results suggested that religiousness 

and spirituality describe distinct concepts; however, these concepts are not independent 

of one another. Religiousness was found to be associated with greater religious service 

attendance, religious orthodoxy, and intrinsic religiousness; whereas, spirituality was 

found to be associated with greater new age beliefs (e.g., psychic phenomena, 

reincarnation, crystals) and mystical experiences. Most participants identified themselves 

as both religious and spiritual, but a small percentage of participants identified solely as 
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spiritual. Interestingly, the solely spiritual participants were more likely to describe 

themselves as agnostic, describe the terms religiousness and spirituality as unique 

concepts, and evaluate religiousness as less positive than other participants. Results of 

this study seem to support other descriptions of these two concepts that depict an overlap 

of religiousness with spirituality but not necessarily an overlap of spirituality with 

religiousness (Musick et al., 1998). In other words, the term religiousness seems to 

involve aspects of both structured religion and spirituality; however, the term spirituality 

seems to be void of structured religion and intrinsic religiousness. Therefore, this 

research suggests that it is unlikely for one to be religious without being spiritual; yet, 

likely for one to be spiritual without being religious. This review will utilize the term 

religiousness from this point forward as it more closely resembles the concepts being 

discussed.  

As religion research evolves, it is hopeful that it will gain the respect and attention 

of professionals in the field of psychology. Understanding the impact of religion on a 

religious individual may be of importance for the practicing clinician. For example, 

assessing how clients integrate religion into their coping strategies adds to a therapist’s 

understanding of how clients perceive their problems. Enhanced understanding is likely 

to validate the client’s experiences, thus aiding in rapport building (Harrison et al., 2001; 

Musick et al., 1998). Furthermore, Tix and Frazier (1998) stated that it is an ethical 

obligation (American Psychological Association, 2002) of practicing psychologists to 

understand how religious variables may affect their clients, and that a lack of training and 

knowledge in this area may cause inappropriate case conceptualizations for religious 

clients.  
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Religious Coping 

 Pargament (1997) reported a common complaint that there is a disconnect 

between a person’s religiousness and actual implementation of religious principles in 

daily life. Coping with problems is one area in which religious implementation can be 

observed. Research indicates that religious coping styles account for unique variance to 

predicting adjustment once nonreligious coping strategies are controlled (Pargament & 

Brant, 1998). One misconception some psychologists have of religious individuals is that 

they tend to be passive or less active problem-solvers (Pargament & Park, 1995). This 

assumed passivity is typically viewed negatively by psychologists (Pargament & Park, 

1995). Contrary to this stereotype, it has been found that religious individuals use their 

faith to cope in various ways ranging from passive to active (Harrison et al., 2001; 

Pargament, 1997). Watson et al. (1995) reported that their “data argued against any claim 

that a sincere belief in God invariably promotes a servile and dependent external locus of 

control” (p. 247). This suggests that religion does not necessarily hinder one from feeling 

empowered to actively cope with problems. According to Pargament et al. (2000), an 

individual may utilize religion within their coping styles to achieve meaning, control, 

mastery, comfort, closeness with God, and life transformation among other outcomes. 

 Coping has been defined as “a search for significance in times of stress” 

(Pargament, 1997, p. 90). Within this search, one uses their orienting system to develop 

coping strategies applicable to a given situation (Pargament, 1997). An orienting system 

may include worldviews, evaluating criteria, and typical frame of reference. For the 

religious individual, religion is often included in the orienting system and therefore used 

to create coping methodologies. However, the inclusion of religion in these coping 
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strategies depends on the accessibility of the religious beliefs within an orienting system. 

Therefore, it is possible for religion to always be included in coping strategies, and it is 

possible that religion may never be included in coping strategies.  

 The extent to which religious beliefs are incorporated into an orienting system 

may have to do with one’s religious orientation. As described earlier, individuals may 

orient themselves with one or more religious orientations: intrinsic, extrinsic, and quest. 

Research by Pargament et al. (1992), suggested associations between these three religious 

orientations and coping styles. In this mainstream, Christian sample of adults in the 

Midwestern United States, a more intrinsic orientation was associated with more spiritual 

coping strategies such as seeking guidance from God, reading The Bible, and is 

associated less with self-development (i.e., desire for self-actualization or increased self-

esteem through religion). Greater intrinsic religiousness was also found to be associated 

with more problem solving and opportunities for personal growth and less nonreligious 

avoidance (i.e., seeking out nonreligious diversions from the stressor). Greater extrinsic 

religiousness was associated with more defensive, pleading with God, and a desire for 

self-development. Individuals with more extrinsic orientation characteristics were less 

likely to view themselves as the cause of said stressor or problem. Greater extrinsic 

religiousness was also associated with more nonreligious avoidance and less 

opportunities seen for personal growth. Higher scores on extrinsic orientation were also 

positively correlated with seeking out religious support and conducting “good deeds” to 

cope with stressor. Finally, a stronger quest orientation was associated with a search for 

meaning through spirituality, desire for self-development, viewing obstacles as an 
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opportunity for growth, and conducting “good deeds” to cope. Greater quest religiousness 

was also associated with expressions of dissatisfaction with both God and church.  

 In some studies, religious coping strategies have been described as adaptive or 

maladaptive. It is important to note, however, that “the functions of coping are 

determined not only by the design of the mechanism, but by the intentions of the person 

doing the coping” (Pargament, 1997, p.113). Therefore, whether or not a coping strategy 

is adaptive or maladaptive depends on the individual as well as the situation (Pargament 

et al., 1988), and as different situations develop, people may adjust their coping strategies 

accordingly. Pargament et al., (2005) stated that research results suggest that religious 

coping can be both beneficial and harmful. More specifically, religious coping strategies 

that promote secure, spiritual relationships with God and others tend to be more positive; 

whereas, strategies that promote insecure, tense relationships with God and others tend to 

be more negative. They further state that religious coping tends to be more beneficial 

(e.g., mental health, adjustment) to individuals who are more religious and/or in more 

taxing situations.  

 Historically, the inclusion of religion in coping research was limited to single item 

questions such as church attendance or frequency of prayer. These methods do not 

embrace the multidimensional aspects of religious coping and therefore do not capture 

religious coping practices accurately (Klaassen, McDonald, & James, 2006). As the 

religious coping literature developed, measurement techniques that more accurately 

assess various religious coping dimensions have become available. The most useful 

instruments attempt to answer not only the question of “how much” one uses their 

religion to cope but also describe “how” one uses their religion to cope (Pargament, 1997, 
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p. 183). To answer these questions, numerous religious coping techniques such as prayer, 

seeking support from clergy, confession of sins, attending religious services, etc. have 

been identified (Pargament, 1997). Yet, some measurement methods have been 

empirically supported more consistently over time than others.  

Religious problem solving is similar to religious coping as it describes how one 

uses religiousness to overcome life troubles. Earlier in his research, Pargament et al. 

(1988) suggested that religious individuals utilize one of three styles of religious problem 

solving: self-directing, deferring, or collaborative. The self-directing approach describes 

one who personally takes responsibility for problem solving, as God has given him or her 

the necessary resources and tools to overcome obstacles alone. The deferring religious 

problem solving approach describes an individual who yields all power to God, viewing 

God as the complete source of solutions; a person who defers will await God’s direction. 

The collaborative approach describes an approach where both God and the individual 

work together to solve problems; both parties share in responsibility through a 

partnership.  

With their initial exploratory research of the three religious problem solving 

styles, Pargament and colleagues (1988) looked for associations with religiousness, God 

control (the belief that God is in control of one’s situational outcomes), competence (the 

extent to which one views himself or herself  positively and able to actively solve 

problems in a planful manner), and other variables. A self-directing problem solving style 

was found to have a significant, negative correlation with most measures of religiousness 

and the God control measure. Collaborative and deferring problem solving styles were 

found to have significant, positive relationships with most measures of religiousness and 
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the God control measure; although, associations appeared stronger for the collaborative 

problem solving style. Further, an analysis of competency measures indicated a 

significant, positive correlation between a belief in one’s ability to affect situational 

outcomes and the self-directing and collaborative problem solving styles but a significant, 

negative correlation with deferring. Results also showed a significant, positive correlation 

between the belief that one’s situational outcomes are due to chance or luck and a 

deferring style of problem solving.  

These three main religious problem solving styles have been used frequently in 

religious coping research. It is notable that previous research has found inconsistent 

associations for self-directing religious coping. As previously stated, the self-directing 

style describes individuals who believe that God has given them the necessary resources 

to solve their problems (Pargament et al., 1988). Yet, this definition may not be shared by 

all. Phillips et al. (2004) found evidence that the self-directing subscale may also reflect a 

respondent’s experience of feeling abandoned by God. One explanation behind this 

unintended assessment of abandonment may be a mismatch between the construct 

conceptualization and the participants’ interpretation of questions used to assess the 

construct. Religious participants who do not feel abandoned by God but interpret self-

directing questions to include abandonment by God may not endorse a self-directing 

coping style. This may occur despite a participant’s tendency to utilize self-directing 

coping as it was originally defined. This is an important consideration when interpreting 

research results utilizing the self-directing coping style.  

Wong-McDonald and Gorsuch (2000) suggested an additional religious coping 

style, surrender to God. The authors explained that unlike the deferring religious coping 
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style, which may be considered passive in nature, the surrender religious coping style 

depicts an “active choice to relinquish one’s will to God’s rule” (p. 149). This style is 

considered more of a self-sacrifice to give up one’s right to free will in exchange for 

God’s will. Moreover, Cole and Pargament (1999) suggested that the surrendering coping 

style could increase awareness of higher value and purpose beyond the self leading to an 

enhanced state of being. Surrender is more than a shift in cognition; it is also experiential 

by altering motivation, perception, affect, and behavior (Cole & Pargament, 1999). In 

their initial research, Wong-McDonald and Gorsuch (2000) found that the surrender 

religious coping style significantly accounted for unique variance in predicting 

religiousness, well-being, and God control after controlling for the other aforementioned 

religious coping styles. Therefore, inclusion of the surrender scale may supplement the 

original three coping methods and offer even more clarification as to how religion is used 

to cope.    

To date, general prevalence rates of religious coping are unknown (Klaassen, et 

al., 2006). Nevertheless, Klaasen et al. (2006) has generated four guiding principles to aid 

in estimating the frequency of religious coping. First, the authors suggested that the rate 

of religious coping will vary between cultures, countries, and ethnic groups. It is to be 

expected that cultures with higher rates of religious affiliation and participation would 

naturally have higher rates of religious coping. Second, the frequency of religious coping 

will increase with age. This seems logical as rates of religiousness also increase with age. 

Third, religious coping will increase when individuals are dealing with an extraordinary 

life stressor (e.g., cancer diagnosis or natural disaster). Finally, differences in religious 
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coping can be expected between different religions or within differing denominations of 

the same religion.  

Religious Coping and Control  

In addition to religious coping strategies, how much control one believes he or she 

has over life circumstances contributes to the understanding of how religiousness is 

utilized. According to Cole and Pargament (1999), “because people are finite, because 

personal resources are bounded, and because the possibilities in any situation are 

necessarily limited, a preoccupation with personal control will often lead to frustration 

and failure” (p. 184). For the religious individual, religion offers support, aids in coping, 

and promotes a redistribution of control through a religious relationship with God (Cole 

& Pargament, 1999).  

To bridge the concepts of religious coping and control, Pargament et al. (2000) 

described four religious coping strategies that can be utilized to regain control. Three of 

these strategies are similar to religious coping strategies previously mentioned: 

collaborative religious coping, passive religious deferral, and active spiritual surrender, 

but a new religious coping style was also defined, pleading for direct intercession. The 

pleading for direct intercession strategy describes the act of petitioning God to intervene 

on a person’s own behalf in order to bring about a more favorable outcome (Cole & 

Pargament, 1999). Pargament et al. (2000) suggested that people use these coping 

strategies to help regain control over a stressful situation. One who copes via a 

collaborative religious coping strategy seeks to gain more control by establishing a 

partnership with God. One who copes via active religious surrender is in essence 

attempting to gain control by allowing a more powerful being to take charge on his or her 
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behalf. One who copes by passive religious deferral to God is considered to be passively 

awaiting God to take control and responsibility for outcomes. Finally, pleading for direct 

intercession of God is an attempt to gain control indirectly through divine intervention or 

miracle.  

Overall, it appears as though individuals may use religion to cope with and to 

increase the perception of one’s control over difficult life circumstances. Although 

religious coping may work to increase one’s perception of control, there are other 

important aspects of control to consider. More specifically, people typically have an idea 

of where, or with whom, control over their life circumstances lie. This concept is known 

as locus of control. Understanding locus of control can assist in conceptualization of the 

coping processes as a whole.  

Locus of Control 

Locus of control refers to one’s perception of the degree to which his or her 

actions, or the actions of others, may affect situational outcomes (Walker, 2001). The 

concept of locus of control has its roots in two classic theories: attribution theory and 

social learning theory (Walker, 2001). Attribution theory assisted in identifying where, or 

with whom, the greatest control over a circumstance lies; whereas, social learning theory 

described how one’s expectation of outcomes affects one’s behavioral choice.  

Attribution theory seeks to describe how one makes causal inferences from 

situational outcomes by examining cause and effect relationships (Heckhausen & Weiner, 

1974). Burger (2008) explained three dimensions used to make attributions, namely 

stability, locus, and control. Stability describes the constancy of an attribution. Is the 

attribution a stable cause, such as ability, or an unstable cause, such a temporary illness? 
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Locus describes the source of greatest influence towards the attribution. Is the attribution 

affected by personal qualities, such as amount of effort, or environmental qualities such 

as a competitor’s skill level? Finally, control describes how much power one has over an 

attribution. Is the attribution controllable, such as the city in which one chooses to live, or 

uncontrollable, such as the economy of one’s country?  

Social learning theory suggests that one’s environment influences behavior yet 

one’s behavior can also influence the environment (Burger, 2008). Julian Rotter has been 

given much credit for the development of the social learning theory. Rotter (1966) 

identified three key concepts of social learning theory: behavioral potential, expectancy, 

and reinforcement value (Burger, 2008; Walker, 2001). Behavior potential is the 

likelihood that a certain behavior will be expressed. This likelihood is based upon one’s 

expectancy and reinforcement value. Expectancy is one’s anticipation of a behavior’s 

outcome to be reinforcing, which is often based upon prior experience. Finally, 

reinforcement value is how much one desires such an outcome. According to Lowery 

(1981), in a familiar situation reinforcement value is likely to be the better predictor of 

behavior. However, when one is in a novel experience and thus cannot evaluate 

expectancy, one typically uses a generalized expectancy.  

Generalized expectancies are approximations of behavior reinforcement based 

upon prior experiences (Rotter, 1966). When one is rewarded or not rewarded for certain 

behaviors, it strengthens one’s behavioral potential for acting in the same or a different 

manner in the future. After multiple experiences, one is able to use personal history as a 

template to predict reinforcement for similar yet novel situations. Generalized 

expectancies are also determined by one’s locus of control orientation. Locus of control 
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orientation describes where a person feels control over a situation typically lies. Rotter 

(1966) identified two basic locus of control orientations: external and internal. According 

to Rotter, an external locus of control depicts an individual who believes situational 

outcomes are not dependent upon or influenced by their actions. This external control 

could be contributed to fate, chance, luck, or powerful others. An internal locus of control 

depicts an individual who believes that he or she can act purposefully to affect situational 

outcomes. This internal control is attributed to personal power within an individual.   

Building upon previous work by Phares (1957) and James and Rotter (1958), 

Rotter (1966) developed the I-E Scale as an assessment of internal and external locus of 

control. This scale has been widely used in research, and has evidence for satisfactory 

reliability and validity. Lefcourt (1991) reported that over 50% of studies investigating 

locus of control used the I-E Scale. Meta-analysis research has used the I-E Scale to 

identify trends in control over time. For example, Twenge, Zhang, and Im (2004) 

reported that the average college student in 2002 was “more external than 80% of college 

students in the early 1960s” (p. 315). Shortly after the development of the I-E Scale, there 

was debate regarding its ability to accurately represent the locus of control concept. 

Levenson (1981) suspected that limiting control to only internal and external orientations 

may be too simplistic. More specifically, she argued that some external dimensions were 

unique enough to warrant their own orientation.  

According to Levenson (1981), fundamental differences exist between an 

external, powerful others orientation and an external, chance orientation. She anticipated 

that persons with a powerful others orientation may behave differently than those who 

attribute control to chance. For example, one who attributes control to powerful others is 
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acknowledging a potential for having control over situational outcomes, through one’s 

possible influence on that powerful other. Whereas, one who attributes control to chance 

or fate implies that no one has control to alter situational outcomes. Furthermore, unlike 

Rotter’s bipolar continuum where an individual is either internal or external in control 

orientation, Levenson indicated that each orientation has its own continuum. To account 

for these differences in conceptualization, Levenson created the Multidimensional Locus 

of Control Scales (Levenson, 1973; Levenson, 1974). This instrument allows for the 

identification of internal, powerful others, and chance locus of control. A person may 

have more than one locus of control orientation. It is also possible for a person to report 

having all three locus of control orientations, albeit rare.  

Lowery (1981) warned against categorizing internal control as necessarily good 

and external control as necessarily bad. Yet research has investigated whether certain 

control orientations can influence or predict coping, adaptation to distress, and well-

being. Lefcourt (1982) noted several real-life events including plane crashes, captivity, 

and ship wrecks in which a victim’s perceptions of control seemed to aid or hinder 

survival. Additionally, he also reviewed the early scientific literature on locus of control 

and coping. In his review, he summarized several studies that suggest internal control is 

beneficial to well-being, and external control is detrimental to well-being. For example, 

one study (Cromwell, Butterfield, Brayfield, & Curry, 1977) found that an internal locus 

of control was associated with more cooperation and less depression and that external 

locus of control was associated with poorer prognosis for cardiac patients. Additionally, 

other studies indicated that internal locus of control was associated with better 

performance on cognitive tasks and that external locus of control was associated with 
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more negative moods. From his research, Lefcourt (1982) tentatively concluded that 

everyone is affected by negative life events and stress but that an internal locus of control 

can aid in coping and recovery from stressors. He cautioned, however, that more research 

was needed before these findings were considered accurate. Since that time, researchers 

have continued to investigate the relationships between locus of control and coping. 

Much of this research has also included religiousness as a predictor variable.  

Religiousness and Mental Health 

 Mental health and well-being are important factors to society as it affects 

productivity and satisfaction levels of society members. For instance, Rice and Miller 

(1998) estimated the total economic burden of mental illness (anxiety, mood, and 

schizophrenia disorders) for the United States to be $147.8 billion in 1990. A notable 

amount of these losses were comprised of work related disability and subsequent 

decrease in productivity. The financial consequences of mental illness alone should make 

mental health a common focus of many psychological research areas, including religion. 

However, there has been a common misconception regarding what it means to be 

“mentally healthy” (Keyes, 2007). The health care community has exerted great effort to 

treat mental illness; however, patients who do not have a diagnosable mental illness are 

often assumed to be mentally healthy. According to Keyes (2007), this is not necessarily 

true. Mental health and well-being cannot be described simply as the absence of mental 

illness. Mental health and well-being must also consider one’s ability to “flourish” in life. 

Keyes (2007) described 13 dimensions that can be used to measure one’s ability to 

flourish. These dimensions are categorized as positive emotions (positive affect and 

avowed quality of life), positive psychological functioning (self-acceptance, personal 
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growth, purpose in life, environmental mastery, autonomy, and positive relations with 

others), and positive social functioning (acceptance, actualization, contribution, 

coherence, and integration). According to Keyes, individuals must display a mastery of at 

least one positive emotion dimension and a minimum of six psychological and/or social 

functioning dimensions in order to be considered flourishing in life. Surprisingly, only an 

estimated 17% of the adult population in the United States is considered to be flourishing, 

mentally healthy with no mental illness; although, about 50% of adults are considered to 

be moderately mentally healthy (absence of mental illness but not at the level of 

flourishing mental health; Keyes, 2005). It is important to keep this advanced definition 

in mind as well as the historical view of mental health when reviewing mental health 

literature.  

The possible effects of religiousness on well-being and mental health are complex 

(Idler, 2004). Ellison (1991) conducted a study to investigate suggested associations 

between religiousness and subjective well-being. The author summarized research that 

suggested that religiousness positively influenced well-being in several ways. Religious 

organizations offered opportunities to interact with like-minded others in local churches, 

participate in religious ceremonies with fellow members, and obtain membership into 

larger, formal religious networks. In addition to earthly relationships, religion allows an 

individual to establish a divine relationship. A divine relationship may increase self-

esteem, self-efficacy, and self-worth as one feels connected to something greater than the 

self. Finally, religion may offer a sense of orderliness and predictability in life. This may 

be especially helpful when dealing with stressful or traumatic events as one can reframe 

circumstances as purposeful and a time for spiritual growth. In his study, Ellison (1991) 
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identified two dimensions of subjective well-being: affective and cognitive. Affective 

well-being was assessed by self-reported happiness, and cognitive well-being was 

assessed by self-reported satisfaction with community, family, friendships, hobbies, and 

physical health. Results indicated that religiousness enhanced both affective and 

cognitive dimensions of subjective well-being. Results also suggest that religious faith 

defends against possible negative effects of stressful and traumatic events, and further 

indicate that religious reframing (i.e., all events are purposeful) and religious coping are 

utilized to maintain well-being.  

In their literature review, Levin and Chatters (1998) indicated that the majority of 

studies consistently suggest a positive relationship between religious involvement and 

mental health. More specifically, religiousness has been found to have a preventative 

effect, meaning that life style choices encouraged by religious groups often prevent 

possible future problems. For example, as many religions promote less drug use, alcohol 

abuse, and delinquent behavior, psychological and behavioral problems often associated 

with these behaviors may be avoided. Additionally, many associated aspects of 

religiousness were suggested to improve well-being. Research assessing relations 

between self-esteem, mastery, life satisfaction, emotional adjustment, martial satisfaction 

and stability has shown positive relationships with religiousness. Research assessing 

associations between loneliness, depression, anxiety, and suicide rates have shown 

inverse relationships with religiousness (Koenig et al., 2001; Levin & Chatters, 1998). 

These findings have been replicated in other studies and are strengthened by the 

consistency of results across various study designs, measures, statistical methods, and 
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population characteristics including differing race, nationality, sex, religious affiliations, 

and strength of religiosity (see Koenig et al., 2001; Levin & Chatters, 1998 for reviews).  

After discussing the positive relationships between religion and mental health, 

Levin and Chatters (1998) noted the importance of understanding “why” these 

associations exist. More specifically, researchers have worked to identify mediators 

and/or moderators that would help explain these positive relationships. The authors 

suggested several possible mediators including religious commitment, religious 

involvement and fellowship (or congregational social support), religious worship (or 

rituals), salutary health beliefs (e.g., belief that one may act to positively affect health; 

preventative behavior), and positive emotions (i.e., faith, optimism, empowerment, love, 

forgiveness, etc.). These mediators were termed “religious benefits.”  

Based upon these hypothesized mediators and literature reviews, Levin and 

Chatters (1998) suggested five possible models to explain how religion and mediating 

factors can indirectly affect mental health. More specifically, the authors described how 

religion and mediating factors may protect against mental illness. Each model describes 

possible relationships between four variables: poor health (i.e., physical health problems 

or general distress regarding physical health), religion (i.e., religiousness, religious 

commitment, religious involvement, worship, etc.), mediating factors (i.e., social support, 

psychosocial coping responses, positive emotions, etc. all engendered by religion; 

religious benefits), and mental illness. First, the suppressor model states that poor 

physical health encourages religiousness. As a result, one experiences the benefits of 

religious participation, which work to suppress any effects distress associated with poor 

physical health may have on the presence of mental illness. Second, the distress-deterrent 
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model suggests that poor physical health, religiousness, and religious benefits all 

independently affect mental illness. More specifically, whereas poor physical health 

increases the presence of mental illness, religiousness and religious benefits decrease the 

presence of mental illness. In essence, religiousness and religious benefits cancel out 

mental illness by deterring negative effects of poor physical health. Third, the prevention 

model states that religiousness (directly) and religious benefits (indirectly) protect against 

mental illness by preventing poor physical health. Fourth, the moderator model suggests 

that religiousness and religious benefits moderate the positive relationship between poor 

physical health and mental illness. In other words, poor physical health increases the 

presence of mental illness; however, these negative effects of poor physical health on 

mental illness are diluted by religious participation and benefits. Finally, the health 

effects model states that poor physical health can limit one’s ability to participate in 

religious activities. Thus, religious benefits are also decreased. As a result, mental illness 

can increase.  

Koenig et al. (2001) has also described evidence of some negative associations 

between religiousness and mental health. In some religious organizations, mental health 

treatment is not encouraged. This may leave some church members with serious, 

untreated psychological problems that may be detrimental to one’s level of well-being. 

Additionally, some extremist religious groups may interpret mental illness as a 

punishment for sin or due to evil possession. This will most likely negatively affect how 

one views themselves and self-esteem. Fellow church members may also alter views of 

the mentally ill member, which may negatively affect social support. Finally, some 
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extremist religious cults do not promote prosocial religious doctrine, often stripping 

members of their rights and decision making abilities.  

Religious Coping and Mental Health 

Religious coping has been identified as a crucial mediator between religiousness 

and psychological health outcomes. Several studies have identified positive relationships 

between religious coping and well-being (see Harrison et al., 2001, and Pargament, 2002, 

for reviews). In one review, 50-85% of participants reported that religious coping was 

helpful in dealing with life situations (Pargament & Brant, 1998). Pargament and Ano’s 

(2004) review of literature showed that religious coping has been linked with decreased 

depression, decreased distress, decreased severity of psychological symptoms, better 

adjustment post surgery, stress-related growth, spiritual growth, and improved overall 

mental health among other associations. Religious coping has also been found to foster 

hope, which often benefits personal well-being (Post, 1998). Hope, as defined as “the 

subjective sense of having a meaningful future despite obstacles” (p. 24), may be 

increased through prayer and religious ceremonies. 

Negative associations between religious coping and mental health outcomes have 

been suggested as well. In their review, Pargament and Brant (1998) identified helpful 

and harmful religious coping strategies. Religious coping strategies that were associated 

with positive outcomes from negative events were deemed helpful. Religious coping 

styles that were associated with negative outcomes from negative life events were 

deemed harmful. Religious coping strategies that had unclear or insignificant 

relationships with outcomes of negative life events were considered to have mixed 

implications. Pargament and Brant’s research indicated that collaborative religious 
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coping, congregational support, and benevolent religious reframing (i.e., attributing 

negative life events to the will of a loving God) would be considered helpful. Discontent 

with congregation, discontent with God, and negative religious reframing (i.e., God is 

punishing me) would be considered harmful. Participating in religious rituals in response 

to crisis, self-directing, deferring, and pleading religious coping had mixed implications 

based upon previous research results.  

Similarly, using meta-analysis Ano and Vasconcelles (2005) examined possible 

relationships between religious coping and psychological adjustment. Religious coping 

strategies were categorized as either positive religious coping (such as collaborative) or 

negative religious coping (such as deferring) based upon research findings from 

Pargament et al. (2000) and Pargament, et al. (1998). Psychological adjustment was 

described as increased positive outcomes (such as well-being, positive affect, or mental 

health) or decreased negative outcomes (such as anxiety, depression, distress, or negative 

affect). Three significant relationships between religious problem solving styles and 

psychological adjustment were identified. Positive religious coping was found to have a 

moderate, positive association with positive outcomes and a modest, inverse association 

with negative outcomes. Negative religious coping was found to have a modest, positive 

association with negative outcomes. There was no significant relationship found for 

negative religious coping and positive outcomes.  

Overall, it appears as though collaborative religious coping has been associated 

with positive mental health outcomes on a relatively consistent basis (Ano & 

Vasconcelles, 2005; Pargament et al., 2004; Phillips et al., 2004; Wong-McDonald & 

Gorsuch, 2004).  A study conducted by Fabricatore et al. (2004) even suggested that 
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collaborative religious coping mediates the relationship between religiousness and mental 

health. The mediating relationship found in their study was significant for both well-

being and distress, which suggests that a more collaborative coping style mediates the 

relationship between religiousness and both desirable and undesirable characteristics of 

mental health.  

Inconsistent results have been found when examining associations between 

deferring coping styles and other variables related to mental health and well-being. The 

deferring religious coping style has been described as “maladaptive” (Watson, et al., 

1995, p. 247) and “harmful to one’s positive affect and life satisfaction” (Fabricatore et 

al., 2004, p.104) when used to cope with some stressful situations. A more deferring 

coping style has also been related to aspects of low psychological well-being and 

adjustment (Ano & Vasconcelles, 2005, Fabricatore et al., 2004; Wong-McDonald & 

Gorsuch, 2004). Yet, a deferring religious coping style has also been found to be 

positively associated with spiritual well-being (Pargament et al., 2004; Phillips et al., 

2004) and self-esteem (Pargament et al., 1988).   

Various studies with the self-directing religious coping style have also revealed 

inconsistent results. Higher amounts of self-directing religious coping have been 

associated with higher self-esteem and personal control (Pargament et al., 1988) but also 

with lower well-being and lower life-satisfaction (Phillips et al., 2004; Wong-McDonald 

& Gorsuch, 2004). Perhaps these mixed findings can be explained by further 

investigation of the operationalization of the self-directed religious coping (Phillips et al., 

2004). As previously stated, research has indicated a discrepancy in the interpretation of 

the self-directing coping style. Although Pargament et al. (1998) originally intended for 
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the self-directing problem-solving style to represent the idea of a deistic God who 

provided the individual with the skills and resources necessary to solve their own 

dilemmas, it was suggested that the self-directing style more accurately represents the 

idea of an abandoning God (Phillips et al., 2004).   

Additional research is needed to further explain how religiousness and religious 

coping styles enrich or degenerate mental health and well-being. Moreover, 

psychological research could enhance our understanding of religious applications to life 

situations and encourage greater attention to religion in many areas of life (Paloutzian & 

Kirkpatrick, 1995; Pargament, 1997; Sherman & Simonton, 2001), such as physical 

health.  

Religiousness, Religious Coping Styles, and Physical Health 

Research suggests that the prevalence rates for religious coping within health care 

settings range from 42.3% to 86% (Harrison et al., 2001). Furthermore, coping with 

physical health problems sometimes fosters a turn toward religion (Siegel et al., 2001). 

These findings have made physical health an area of interest within the religious coping 

literature. Research has investigated general associations between religion and physical 

health, how religion is used to cope with physical health problems, and how these 

religious coping efforts affect physical health outcomes.  

A review by George, Ellison, and Larson (2002) indicated that attending a 

religious service once a week or more was related to fewer illnesses, speedier recoveries 

from illnesses, and longer life. The authors further suggested that religious coping is 

powerful in predicting rates of recovery and survival. In their review, Koenig et al. 

(2001) found that 39 out of 50 studies indicated that more religious individuals outlived 
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less religious individuals. It is obvious that the relationship between religiousness and 

lower mortality rates is “not a chance or random relationship” (Thoresen, Harris, & 

Oman, 2001, p. 28). This finding was also supported in an earlier meta-analysis 

conducted by McCullough, Hoyt, Larson, Koenig, and Thoresen (2000). After reviewing 

data from 42 samples, the authors concluded that religiousness was significantly and 

inversely associated with mortality. The protective nature of religiousness against 

mortality was stronger for women than men, which may be due to the increased 

psychosocial benefits received from religious involvement (McCullough et al., 2000). 

But, what specifically accounts for these positive associations between religiousness and 

physical health? Although Krause (2004) warned against attempting to create an all-

encompassing model due to the grand complexity, research has made several suggestions 

regarding possible influences.  

As previously mentioned, religious teachings have been found to encourage 

lifestyle choices that promote health (Jones, 2004; Siegel et al., 2001). Koenig et al. 

(2001) published an extensive review of religiousness and health. In this review, 

religiousness was found to have a positive relationship with physical health in several 

areas. First, religious doctrine often discourages risk-taking behaviors. Church leaders 

typically teach against drug use and alcohol intoxication. By not participating in these 

activities, one can avoid many physical health problems associated with drug use and 

drug seeking behaviors (i.e., contracting diseases from sharing needles, bodily damage 

from drug side effects, cirrhosis, etc.). Additionally, religious doctrine often discourages 

risky sexual activity and promiscuity. Promoting monogamous sexual activity within a 

marriage relationship decreases rates of unplanned pregnancy and the spread of sexually 
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transmitted diseases, which are known to cause AIDS, cervical cancer, sterility, and birth 

defects including mental retardation.  

Second, religious doctrine often encourages behaviors that promote health. Often 

the body is viewed as a temple belonging to God that is to be respected. Taking care of 

one’s body through healthy diet, sleep, and exercise are known to positively affect 

physical health status and to protect against illness. According to Koenig et al. (2001), 

religiousness was found to have significant, inverse relationships with the onset of 

numerous illnesses including heart disease, hypertension, liver disease (e.g., cirrhosis), 

emphysema, and physical disability. It should be noted, however, that religiousness has 

not always been found to have a positive association with health. Studies have also 

indicated an association between religiousness and obesity (Koenig et al., 2001). In some 

religions, physical appetite is an area lacking rules unlike other areas (e.g., sexuality, 

substance use), and is often celebrated (i.e., potluck dinners, prayer meetings). Therefore, 

a religious individual may indulge without repercussions or guilt, which may overshadow 

teachings to treat one’s body as a temple.  

Third, as previously mentioned, religious involvement typically provides 

increased access to social support (George et al., 2002). Social support has been found to 

positively affect health outcomes and is associated with longer life. For example, a 

review by Uchino (2006) found that social support was related to lower mortality and 

morbidity rates as well as “more positive ‘biological profiles’” (p. 377). More 

specifically, social support was found to have positive effects on cardiovascular health 

and immune functioning, which may be a protective factor against disease. According to 

Koenig et al. (2001), social support during stressful life events, monitoring or caretaking 
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during illness, and reminders about doctor appointments may make it more likely that an 

ill person will receive needed medical treatment. Additionally, attention and 

encouragement from supportive others may make it more difficult to avoid receiving 

necessary medical care. Moreover, due to the social structures of religious organizations, 

religious individuals may be accustomed to and accepting of guidance by authority 

figures. Therefore, religious individuals may be more compliant with treatment and 

following “doctor’s orders” (Koenig et al., 2001) Although research indicates that 

religious involvement increases social support and that social support promotes physical 

health, George et al. (2002) stated that research investigating social support as a mediator 

between religious involvement and physical health is mixed at best.  

Although Cohen and Koenig (2003) suggested that the evidence for negative 

associations between religiousness and physical health is scant and no persuasive, 

negative associations have been found. Koenig et al. (2001) identified several practices 

that may interfere with physical health status. Many religious organizations support 

healing of illnesses through faith. Though some religions allow medical interventions in 

addition to faith healing, others discourage medical interventions. These practices have 

discouraged some people from accepting necessary blood transfusions, prenatal care, or 

immunizations for illnesses, which can lead to disease or death. Others may avoid 

medical attention altogether or wait until an illness has noticeably progressed prior to 

presenting for treatment. Koenig et al. (2001) referenced studies that investigated 

Christian Scientists, a religious group that abstain from health care. These studies 

indicated a higher mortality rate for Christian Scientists, which is likely influenced by 

their resistance to health care. Studies also suggest that the higher mortality rate for 
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African American women diagnosed with breast cancer may be due to cultural and 

religious beliefs. For example, research results indicate that some African American 

women neglect to seek medical attention in early stages of cancer as they are waiting to 

be healed by God (Lannin, et al., 1998). In a longitudinal study, Pargament, Koenig, 

Tarakeshwar, and Hahn (2001) and Pargament et al. (2004) investigated psychological 

and physical health outcomes for medically ill, elderly individuals. Results supported 

positive associations between religiousness and health outcomes in both domains. 

Interestingly, however, results also indicated that participants who felt abandoned by 

God, questioned God’s love for them, and blamed the devil for their illness had a 19-28% 

greater risk of dying than other medically ill, elderly, hospitalized patients (Pargament et 

al., 2001). Thus, studies suggest that religiousness can positively and negatively affect 

mortality rates for religious individuals.  

Koenig et al. (2001) also noted that negative associations between religion and 

physical health affect children as well. Withholding vaccinations or medical treatment for 

religious reasons may lead to irreversible consequences or death. Despite movements to 

protect children from religiously motivated medical neglect, parents are often not 

punished for harmful results. Additionally, some religious organizations promote strict, 

often corporal punishment. Extremists may physically abuse children that can lead to 

injures, negative impacts on development, or negative psychological issues.  

Not surprisingly, negative associations between religion and physical health may 

also negatively affect well-being. Should one not receive the healing for which he or she 

prayed, the religious individual may blame himself or herself for a lack of divine 

interventions, perhaps due to sin. Furthermore, fellow church members may also question 
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the sick member’s faith or relationship with God, which may negatively affect social 

support (Koenig et al., 2001). These occurrences may lead to depression, discouragement, 

and feelings of isolation. More empirical evidence is needed to fully understand this 

complex association between religiousness and health (George et al., 2002; Pargament et 

al., 1988; Storch et al., 2004), particularly experimental design studies (Thoresen et al., 

2001).  

Research findings on religiousness and physical health may provide valuable 

insight of the religious patient’s experience. In response to such findings, attempts to alter 

the standard of care for religious patients have been made. For example, many medical 

schools are educating students on religious beliefs and how religious practices may 

influence patients’ views of illness and treatment (Koenig et al., 2001). Additionally, 

health practitioners have also begun to draw upon religious coping resources to aid in 

their efforts to ameliorate a variety of problems and conditions (Pargament et al., 2005). 

Religious beliefs may be particularly important during palliative care (Dein & Stygall, 

1997). Using a multifaceted approach that includes understanding and respect of patients’ 

religious beliefs in addition to medical research and treatment may enhance health 

outcomes.  

Health Locus of Control  

Over time, the conceptualization of locus of control has evolved into complex 

approaches which have allowed more accurate assessment of this construct. This 

evolution included the ability to measure locus of control within specific areas, such as 

physical health. Health locus of control focuses on how much one believes his or her 

actions affect or do not affect his or her physical health (Wallston et al., 1978). Like 
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religious coping, health locus of control has also been found to have associations with 

physical health, affect, and well-being (Brown & Siegel, 1988; Propst, 1986; Siegel et al., 

2001).  

Wallston et al. (1978) expanded their original, unidimensional health locus of 

control model, which described “health-externals” (those who attributed health outcomes 

to external factors such as fate, chance, or powerful others) and “health-internals” (those 

who attribute health outcomes to their own behavior), to a more multidimensional 

conceptualization. The multidimensional health locus of control model describes three 

styles: internal, powerful others, and chance. The internal health locus of control style 

identifies those who feel that they personally have power over their health and can act 

purposefully to affect health circumstances and outcomes. The powerful others health 

locus of control style identifies those who feel that an external control held by an 

important person (i.e., physician) will affect health circumstances and outcomes. Chance 

health locus of control style identifies a belief that heath circumstances and outcomes are 

left up to fate; the individual has no perceived control and their actions will not alter their 

health circumstances or outcomes. Levin and Schiller (1986) administered the 

Multidimensional Health Locus of Control scales to individuals in a self-care, health 

education program. Their results showed significant differences in health locus of control 

subscale totals. These differences seem to be attributed to one’s religious affiliation or 

lack of religious affiliation, which suggests that religiousness may be associated with 

one’s endorsement of health locus of control. To better assess health locus of control for 

religious individuals, Wallston et al. (1999) added one more dimension, God control. God 

health locus of control identifies one who believes that God has control over their health 
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circumstances and outcomes. Research has shown that this addition is useful as it yields 

unique information beyond that of the other three control dimensions (Wallston et al., 

1999; Welton, Adkins, Ingle, & Dixon, 1996). In fact, Welton et al. (1996) questioned 

whether studies without a God health locus of control measure can adequately assess 

health locus of control for religious individuals. 

Religiousness, Religious Coping, and Health Locus of Control  

Some studies have shown that health locus of control alone is a relatively poor 

predictor of health-related behavior (Oberle, 1991; Walker, 2001). However, according to 

Steptoe and Wardle (2001) this may be due to small sample size and inappropriate 

analysis in these research studies. When these authors researched health locus of control 

and health behaviors using a large sample (over 7,000 participants) of young adults, 

results indicated a predictive power of health locus of control. Despite lacking firm 

evidence for predictive ability, health locus of control can provide valuable insight. For 

example, Oberle (1991) stated that locus of control is an effective predictor of treatment 

compliance. More specifically, external locus of control has a stronger, positive 

correlation with treatment compliance than internal locus of control. It is also believed 

that chronic illness is more often associated with external locus of control (Oberle, 1991). 

This information can be helpful in predicting treatment compliance for chronically ill 

patients.  

Previous research has assessed religiousness, religious problem-solving styles, 

and locus of control to explain better how religious individuals utilize their faith to cope 

with problems. Watson et al. (1995) and Wong-McDonald and Gorsuch (2004) identified 

several significant associations among these variables within an undergraduate 
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population. First, both studies found associations between intrinsic religiousness (i.e., 

religion is a central focus of life) and religious coping styles and health locus of control. 

The more intrinsically religious a respondent reported to be, the more likely he or she was 

to utilize a collaborative or deferring religious coping style and the less likely he or she 

was to utilize a self-directing coping style. Additionally, the more intrinsically religious a 

respondent reported to be, the more likely he or she was to endorse God health locus of 

control and the less likely he or she was to endorse powerful others or chance health 

locus of control (Watson et al., 1995).   

Second, Watson et al. (1995) and Wong-McDonald and Gorsuch (2004) found 

several significant relationships specifically between religious problem-solving and locus 

of control. Control attributed to God was positively related to collaborative and deferring 

religious coping but negatively related to self-directing religious coping (Wong-

McDonald & Gorsuch, 2004). Self-directing religious coping was positively associated 

with powerful others (Wong-McDonald & Gorsuch, 2004) and chance (Watson et al., 

1995; Wong-McDonald & Gorsuch, 2004). Deferring religious coping was also 

negatively correlated with personal control and powerful others (Wong-McDonald & 

Gorsuch, 2004). Collaborative religious coping was negatively associated with chance 

control (Watson et al., 1995).    

Wong-McDonald and Gorsuch (2004) took their study a step further by 

investigating associations between religious coping, locus of control, and well-being. 

Analyses indicated that collaborative religious coping and God control had significant, 

positive relationships with all well-being constructs; whereas, self-directing religious 

coping and chance control have significant, negative relationships with all well-being 
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constructs. Deferring religious coping was found to be positively associated with 

religious and spiritual well-being but negatively associated with existential well-being. 

Powerful others locus of control was found to be negatively associated with existential 

and spiritual well-being. Personal control had positive relationships with religious and 

spiritual well-being.  

Additional literature focusing on religiousness, health locus of control and 

religious coping styles have supported the above findings and identified other 

relationships as well. More internal control has been associated with higher self-directing 

religious coping styles (Phillips et al., 2004), better health habits (Welton et al., 1996), 

and greater life satisfaction (Tix & Frazier, 1998). Furthermore, Fiori, Brown, Cortina, & 

Antonucci (2006) found evidence that internal control and external control mediate the 

relationship between religiousness and life satisfaction. Siegel et al. (2001) suggested that 

an external locus of control can lead to better adjustment, particularly when an external 

party (i.e., God or a physician) is believed to be more competent to deal with the task at 

hand. This may also be true if one feels a stressor is beyond his or her control. Finally, 

chance control has been positively associated with self-directing religious problem 

solving styles (Phillips et al., 2004) and distress (Tix & Frazier, 1998). God control has 

been positively related to religious, existential, and spiritual well-being (Wong-

McDonald & Gorsuch, 2004). 

More recently, Moore and Cook (2008) investigated the relationships between 

religiousness, religious coping methods, and health locus of control. More specifically, 

the researchers sought to understand how religiousness, religious coping styles, and 

health locus of control predict mental health. One hundred eighty-one undergraduate 
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psychology students enrolled in an introductory psychology course at large southwestern 

university were recruited. As hypothesized, collaborative and deferring religious coping 

styles were positively associated with religiousness; whereas, self-directing religious 

coping was negatively associated with religiousness. In addition, God health locus of 

control was positively correlated with collaborative and deferring religious coping but 

negatively correlated with self-directing religious coping. Ancillary analysis indicated 

two significant associations that were not hypothesized among variables in this study. 

God health locus of control was found to be positively correlated with powerful others 

health locus of control for women. This may suggest that female participants in the study 

considered God to be a “powerful other.” Powerful others health locus of control was 

also found to have a positive relationship with collaborative religious coping for both 

men and women. Since a collaborative religious coping style describes working with God 

to solve problems, it seems as though individuals in the sample who utilized collaborative 

religious coping choose to solve problems with others, not just God, who they consider 

powerful.  

Conclusions 

Pargament (2002) said that, “Religiousness is too rich and too complex to be 

captured by easy formulas or simple summaries” (p.178). Religiousness is a dynamic, 

multidimensional concept that may affect coping styles, locus of control, perceptions of 

well-being, experience of mental health, and physical health. Several associations 

between religiousness and these variables have been identified and supported through 

research. However, more research would allow for a clearer understanding of how one’s 

religiousness may be positively or negatively associated with mental and physical health. 
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This research will offer insight to psychologists and other health professionals caring for 

religious patients, allowing for more effective treatment for these individuals.  
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APPENDIX B 
Demographic Form 

 
Please circle the responses that most accurately describe you. 
 
1. I am:  Male or Female 

 

2. I currently live in (county and state): ___________ 

 

3. My ethnicity/heritage is: 

 Asian/Pacific Islander 

 African-American  

 Latino(a)/Hispanic 

 Anglo/Caucasian/European American/White 

 Native American/Indian  

 Middle Eastern/Asian 

 Other: _______________________________ 

 

4. My age is: ______ years 

 

5. What is your marital status? 

 Single, never married 

 Married/Partnered & living together 

 Married but separated 

 Divorced 

 Widowed  

 Previously divorced and now remarried 
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6. My family’s total income last year was: 

 

7. My education level is: 

Little or no formal education  

Some formal education  

Obtained a high school diploma or GED 

Some college, technical training, or other higher education 

Obtained a college, technical, or higher education degree 

Some graduate school 

Obtained master’s degree 

Obtained doctorate degree  

 

8.  My religious affiliation is:  

Buddhist Christian / Catholic Don’t believe in God or not religious (Atheist) 

Hindu Christian / Protestant Don’t care or undecided (Agnostic)  

Jewish Christian / Other      

Muslim Other: ____________     

 

9.   I was originally diagnosed with cancer: ______  months ago OR  ______ years ago   

 

10. I have relapsed after a period of cancer remission?  

        True or False 

 

Under 

$20,000 

$20,001-

$40,000 

$40,001-

$60,000 

$60,001-

$80,000 

$80,001-

$100,000 

Over 

$100,000 

Don’t know     

Prefer not to answer     
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11. My cancer is located in the following area(s):  

Breast Colon Kidney or Renal Lung or Bronchus 

Uterus Pancreas Bladder Skin/Melanoma 

Ovary Rectum or Anal Thyroid Brain 

Prostate Liver Lymphoma Oral Cavity 

Testis  Stomach Leukemia Bones or Joints 

Other genital, female Esophagus Myeloma  

Other genital, male Other digestive organ Other: ______________________ 

 

12. I am currently receiving or recently received (within the past few months) which of     

      the following treatments (if any): 

 Surgery / Biopsy 

 Radiation  

 Chemotherapy 

 Bone Marrow Transplant  

 Hormonal Therapies  

 Other: _____________________________________   

 

13. How did you hear about this survey? 

       Was asked to participate while undergoing treatment at a cancer center 

 Was asked to participate while attending a cancer support group meeting 

 Was asked to participate while attending a cancer fundraiser  

Received an email invitation 

 Saw a link posted on listserv or cancer recovery related website 
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APPENDIX C 
Duke Religious Index 

(DRI; Koenig et al., 1997) 
 

1. How often do you attend church or other religious meetings?  
 1. More than once a week 
 2. Once a week 
 3. A few times a month 
 4. A few times a year 
 5. Once a year or less 
 6. Never 
 
2. How often do you spend time in private religious activities, such as prayer, meditation,   
    or Bible study?  
 1. More than once a day 
 2. Daily 
 3. Two or more times/week 
 4. Once a week 
 5. A few times a month 
 6. Rarely or never 
 
The following section contains 3 statements about religious belief or experience. Please 

mark the extent to which each statement is true or not true for you. 

 
3. In my life, I experience the presence of the Divine (i.e., God).  
 1. Definitely not true 
 2. Tends not to be true 
 3. Unsure 
 4. Tends to be true 
 5. Definitely true of me 
 
4. My religious beliefs are what really lies behind my whole approach to life.  
 1. Definitely not true 
 2. Tends not to be true 
 3. Unsure 
 4. Tends to be true 
 5. Definitely true of me 
 
5. I try hard to carry my religion over into all other dealings in life.  
 1. Definitely not true 
 2. Tends not to be true 
 3. Unsure 
 4. Tends to be true 
 5. Definitely true of me 
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APPENDIX D 
RCOPE 

(Pargament et al., 2000) 
 

The following items ask questions about how you have coped with your cancer 

experience. There are many ways to try to deal with problems. Obviously, different 
people deal with things in different ways, but we are interested in how you tried to cope. 
Each item says something different about a particular way of coping. We want to know to 
what extent you did what the item says. How much or how frequently. Don’t answer on 
the basis of what worked or not – just whether or not you did it. Try to rate each item 
separately in your mind from the others. Make your answers as true FOR YOU as you 
can. Use the follow scale to mark your responses:  
 

 
Not at all      Somewhat      Moderately  A Great Deal          

             
              1           2               3         4  
  
 
1.  __________ Worked together with God as partners.  
 
2. __________ Did my best and then turned the situation over to God.  
 
3. __________ Didn’t do much, just expected God to solve my problems for me.   
 
4.  __________ Pleaded with God to make things turn out okay.   
 
5. __________ Worked together with God to relieve my worries.   
  
6. __________ Prayed for a miracle. 
 
7. __________ Didn’t try much of anything; simply expected God to take control.   
 
8. __________ Did what I could and put the rest in God’s hands.   
 
9. __________ Tried to deal with my feelings without God’s help. 
 
10. __________ Looked to God for strength, support, and guidance. 
 
11. __________ Took control over what I could, and gave the rest up to God. 
 
12. __________ Didn’t try to cope; only expected God to take my worries away.    
 
13. __________ Bargained with God to make things better.   
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Not at all      Somewhat      Moderately  A Great Deal          

             
              1           2               3         4  
 
 
14. __________ Tried to make sense of the situation without relying on God.   
 
15. __________ Tried to do the best I could and let God do the rest. 

 
16. __________ Knew that I couldn’t handle the situation, so I just expected God to take  

     control.  
 
17. __________ Made a deal with God so that he would make things better. 
 
18. __________ Made decisions about what to do without God’s help.  
 
19. __________ Turned the situation over to God after doing all that I could.  
 
20. __________ Didn’t try to do much; just assumed God would handle it.  
 
21. __________ Depended on my own strength without support from God.   
 
22. __________ Pleaded with God to make everything work out.   
 
23. __________ Tried to deal with the situation on my own without God’s help.   
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APPENDIX E 
Multidimensional Health Locus of Control Scale 

(MHLC; Wallston et al., 1978; Wallston, et al., 1999; Wallston et al., 1994) 
 

This questionnaire is designed to determine the way in which different people view 
certain health related issues. Each item is a belief statement with which you may agree or 
disagree. As much as you can, try to respond to each item independently. It is important 
that you respond according to your actual beliefs and not according to how you feel you 
should believe or how you think we want you to believe.  Using the following scales, 
indicate your degree of agreement. 
 
 
Strongly       Moderately              Slightly              Slightly             Moderately          Strongly  

Disagree              Disagree              Disagree            Agree                Agree               Agree 
             
     1            2     3                4                        5                       6    
  
 

1. __________ If my cancer worsens, it is my own behavior which determines how soon 
     I feel better again.  

 
2. __________ Most things that affect my cancer happen to me by chance.  
 
3. __________ If I see my doctor regularly, I am less likely to have problems with my  

     cancer.  
 
4. __________ If my cancer worsens, it is up to God to determine whether I will feel  

     better again.  
 
5. __________ Other people play a big role in whether my cancer improves, stays the  

     same, or gets worse.  
 
6. __________ Luck plays a big part in determining how my cancer improves.   
 
7. __________ I am directly responsible for my cancer getting better or worse.   
 
8. __________ As to my cancer, what will be will be.  
 
9. __________ Following doctor’s orders to the letter is the best way to keep my cancer  

     from getting worse.  
 
10. __________ Most things that affect my cancer happen because of God.  
 
11. __________Whatever goes wrong with my cancer is my own fault.    
 
12. __________ If I am lucky, my cancer will get better.   
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Strongly       Moderately              Slightly              Slightly             Moderately          Strongly  

Disagree              Disagree              Disagree            Agree                Agree               Agree 
             
     1            2     3                4                        5                       6     
 
 
13. __________ The type of help I receive from other people determines how soon my  

     cancer improves.  
 
14. __________ God is directly responsible for my cancer getting better or worse.   
 
15. __________ If my cancer takes a turn for the worse, it is because I have not been  

     taking proper care of myself.    
 
16. __________Whatever improvement occurs with my cancer is largely a matter of  

     good fortune.   
 
17. __________ Whenever my cancer worsens, I should consult a medically trained  

     professional. 
 
18. __________Whatever happens to my cancer is God’s will.   
 
19. __________The main thing which affects my cancer is what I myself do.    
 
20. __________If my cancer worsens, it’s a matter of fate.   
 
21. __________ God is in control of my cancer.  
 
22. __________ In order for my cancer to improve, it is up to other people to see that the  

     right things happen.  
  
23. __________ I deserve the credit when my cancer improves and the blame when it  

     gets worse.  
 
24. __________Whether or not my cancer improves is up to God.   
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APPENDIX F 
Satisfaction with Life Scale 
(SWLS; Diener, et al., 1985) 

 
Below are five statements with which you may agree or disagree. Using the 1-7 scale 
below, indicate your agreement with each item by placing the appropriate number on the 
line preceding that item. Please be open and honest in your responding. The 7-point scale 
is:  
 
 
 Strongly                         Slightly         Neither Agree        Slightly                        Strongly  
 Disagree     Disagree      Disagree         Nor Disagree          Agree         Agree        Agree  
             
     1                   2            3             4                        5                 6                7    

 

 

 

1. __________ In most ways my life is close to my ideal.  
 
2. __________ The conditions of my life are excellent. 
 
3. __________ I am satisfied with my life.   
 
4. __________ So far I have gotten the important things I want in life.   
 
5. __________ If I could live my life over, I would change almost nothing.   
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APPENDIX G 
Positive and Negative Affect Schedule 

(PANAS; Watson et al., 1988; Watson & Clark, 1994) 
 
 

The words listed below describe different feelings and emotions. Read each item and 
then, in the space next to that word, indicate the extent to which you have felt that way 
during the past few weeks.  
 
Very slightly            A little     Moderately                  Quite a bit             Extremely    
  or not at all                              
             
     1                2           3                                 4                            5                            
 
 
 
 

________ Interested         ________ Irritable 

________ Distressed  ________ Alert 

________ Excited  ________ Ashamed 

________ Upset  ________ Inspired 

________ Strong  ________ Nervous 

________ Guilty  ________ Determined 

________ Scared  ________ Attentive 

________ Hostile  ________ Jittery 

________ Enthusiastic  ________ Active 

________ Proud  ________ Afraid 

 

Published in: Watson, D., Clark, L. A., & Tellegen, A.  (1988).  Development and 
validation of brief measures of Positive and Negative Affect: The PANAS scales.  

 Journal of Personality and Social Psychology, 54, 1063-1070.  American  
Psychological Association, 1988; reprinted with permission 


